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DUPUYTREN’S CONTRACTURE. passing to the mestoonaye of the middle finger forms a division 
between the flexors of the index and the other Jong flexors. 

From either side of the principal part of the aponeurosis extend 

By C. E. Corterre, M.D., F.R.A.CS., the thinner fascial sheaths covering the thenar and hypothenar 
Sydney. muscles, and these blend eventually with the general fascial 


investment of the hand. In cases of Dupuytren’s contracture, 
the pathological change extends gradually. In most cases it 
DuPUYTREN’S CONTRACTURE is, or seems to be, not very | shows first in the skin at the point of insertion of the longitudinal 
common, neither is it rare, for most practitioners have seen, | band of one or two fingers, most frequently the ring finger, next 
and will see, an occasional case. Those called upon to treat it | often the little finger. But in time it involves the whole fibrous 
will have to give thought to the nature of the condition, to its | structure, with its insertions into the proximal phalanges, the 
causation and pathology, to its anatomical features, and to its | sheath of the finger, the web, and the deeper attachment to the 
effects. transverse metacarpal ligaments, and it spreads into the septa. 
The disease is said to have been described in England by Occasionally it spreads into the thenar and hypothenar 
Henry Cline and by Sir Astley Cooper early in the nineteen expansions. The flexor tendons, the lumbrical muscles, and the 
century, but it was Dupuytren, the French surgeon, who in 1831 | digital nerves and vessels are not intrinsically involved, as 
brought it effectively into notice, and it has been known by his | dissection during operation quickly shows. 
name ever since. Since that time there have been many writers 
on the subject, in many es Some of their work I have Description of the Lesion. 
been able to read, but a good deal has been out of reach. 
The symptoms depend on changes in the palmar aponeurosis. I have some personal interest in Dupuyteen's contracture, 
having been myself a subject of the first phase of it, without 
This is a thick, fibrous, triangular structure situated beneath enw evitanse ef tre fon. for at least twenty-five years. 
the skin and fatty cushion of the palm, and roofing over the | 75 aia ty 84 Boy i 
fle d w feser-erer j d th “sy Be That is to say, I have in the of each hand the initial nodule 
xor tendons, the lumbrical muscles, and the vessels and nerves | denoting the beginning of the process. It is more pronounced 
passing to the fingers. The aponeurosis is derived proximally | ;,, the left than in the right se. There ie no “ contracture ” 
(i) from the tendon of the palmaris longus muscle, which con- | Yiatever 
tributes to it a superficial layer of longitudinal fibres, and This bri wn bo: dabeniiphten. of egghent . 


(ii) from the transverse carpal ligament, which contributes a 

deeper layer of transverse fibres. The longitudinal layer In the first phase we find a small nodular thickening in the 
assembles into four flat bands in the line of the four fingers. , skin of + Pp awe just proximal to the distal crease. Just beyond 
A great part of the longitudinal fibres is inserted into the skin at | is a small depression. In the large majority of cases the nodule 
about the level of the distal crease. The remaining longitudinal | corresponds to the line of the ring finger, but it is sometimes to 
fibres divide and pass on to the sides of the fingers. A part | the ulnar side, and may be in the line of the little finger. In 
of these fibres finds its insertion into the web of the fingers. | a good many cases both fingers are involved. In the more 
A further part is inserted into the sides of the proximal phalanx, _ advanced stage, the nodule enlarges, and becomes converted 
and another part becomes continuous with the fibrous sheath | into a longitudinal ridge, which is sometimes referred to by 
of the finger. The fibres of the deeper layer of the aponeurosis | patients as a “sinew’’. Then it is seen to possess attachments 
are attached distally to the transverse metacarpal ligament and | not only to the skin of the palm, but also to the proximal part 
the capsular ligaments. On the deep aspect of the aponeurosis, _ of the ring finger, and usually also to the little Jonni It becomes 
longitudinal fibrous septa dip between the f flexor tendon groups. _ impossible to extend fully the affected fingers at the metacarpo- 

These septa, after supplying lamine continuous with the fascia  phalangeal joint, and when the attempt is made, it is seen to 
covering the anterior interosseous muscles, pass between the _ put tension on the band in the palm. This is the beginning of 
muscles to be attached to the metacarpal bones. The septum the contracture. In some cases the middle finger is involved 
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with the others, and in rare cases the index finger, and even the 
thumb. As the process goes on, the fingers are brought right over’ 
into firm flexure at the metacarpo-ph joint, also at the 
proximal interphalangeal joint, but not at the distal joint. Finally, 
the flexure is complete and immovable. The corresponding of 
the palm is hard, thickened and fibrous. The superficial fatty 
= is atrophic, and there is nothing left but a thin epithelium 
ded on a scar-like fibrous mass. On dissection it is found 
that the fibrotic change has spread im varying degree to all the 
attachments of the aponeurosis, and not to the skin only. 

As the contracture increases, so will the range of action of 
both flexors and extensors of the fingers diminish, and when 
at length the fingers are fully flexed, we can hardly doubt that 
the disused muscles are correspondingly atrophic. The longer 
such atrophy lasted, the smaller would be the chances of a good 
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recovery, even if the contracted aponeurosis were successfully | 


removed. A further difficulty, quite as serious, is brought 


about by the loss of extensibility of the ligaments of the long- | 


flexed joints. 

The disease may appear first in either hand, but it begins 
oftener on the right side. The rate of varies greatly 
in different people, or even in different hands when both are 
affected. In some cases the is so rapid that the fingers 
are bent over in a year, or not much more. In others, it is 
much slower, taking many years. And in quite a considerable 
number it becomes, or seems to become, completely arrested ; 


this may be in the early stage, as in my own case, or at a later 


stage, as in others that I have seen. 

In some cases there are found contractures of the plantar fascia 
in addition to those found in the palm. In 29 cases of 
Dupuytren’s contracture studied by Kanavel, Koch and Mason, 
there were two in which contractures of the plantar fascia 


existed, and they found a third in the practice of another medical | 


coll e. I have not encountered such cases myself, but it is 


possible that I have missed them, for in general I did not look | 


for them as I should have. 


years, but without the contracture of the palm. It had developed 


However, I have seen a very similar | 
contracture of the plantar fascia in a woman, aged sixty-three | 


during her later years. One writer, Hale Powers, states that he | 


found it in the feet of nine out of 29 persons, and one of these 


gave a family history of Dupuytren’s contracture, the father, 


brother and sister being affected. 


Age at Onset. 


The age at onset varies greatly. On the figures given by | 
various writers, fully corroborated by my own experience, it is | 


plain that the condition is observed with greatest frequency in 
the later decades of life. 


It is an impression only, but I think | 


it can be said that the great majority of subjects are well over | 


forty years of age. However, a good many cases occur earlier. 


Out of the eight families showing this tendency that are to be | 


mentioned later, the signs appeared particularly early in three 
of the first seven. In one of the subjects, E.G.P. of family P., 
one member became affected in the left hand at the age of 
twenty-four years. The condition appeared later in the right 
hand, but his age at the onset in that hand was uncertain. In 


the left hand the condition began in the little finger, and within | 


three years the little finger was contracted right down to the 
palm. He was then aged twenty-seven years. At this time 


the ring finger was still unaffected, and it remained so for many | 


years, though at length it became affected. A.P., a brother of 
this patient, became affected in his right hand at the age of 
twenty years, and in his left hand at the age of twenty-two 
years. 
condition began in both hands at the age of twenty-two years. 


In a member of another family, I.B. of family B., the | 


In the eighth family, family S., four members were affected | 
before the age of thirty years, but their exact ages at the onset | 


were not known. 


Sex Incidence. 


The disease is much less common in females than in males, 
shough (a8 will be seen) it can be transmitted by heredity through 
fe who are not themselves affected. From the literature, 
and from their own list of 29, Kanavel, Koch and Mason collected 
573 cases in which sex was recorded. This list contained 495 
males and 78 females. Davis and Finesilver added 35 males 
and five females. My own list adds 45 more males and five 
females. The total of all cases is thus 663, 575 of the patients 
being males and 88 females. The tage of females is, 


therefore, 13-2, and the ratio of males to females is 6-5:1-0. | 


Further reference will be made to the subject. 








Avcust 19, 1944. 


Dupuytren’s Contracture as a Familial Disease. 


What many people do not seem to know is that Dupuytren’s 
contracture is in a large number of cases a familial condition. 
At least, that is where we start. We make it stronger later on. 
Some of the references to familial contracture that are mentioned 
in the literature are beyond reach, but I have some data from 
various writers, and I have more from a series of my own. In 
such an inquiry we must state the number of separate families 
represented, whatever the total number of individuals seen. 
The reasons for this will soon be apparent. 

I have myself encountered 25 cases of the contracture in the 
pest fourteen years, and I have in each case made inquiry as to 
amilial tendencies. As far as Australia is concerned, anyone 
who starts such an inquiry very soon finds that families scatter 
greatly, and that parents, brothers, sisters or cousins often live 
many hundreds of miles apart. They have left home early, they 
have more or less lost touch, and have very little knowledge of 
one another, and a some | is this applicable among the older 
pocute. What knowledge they have is not intimate and detailed. 

y have not seen, or even heard of, their relations for years. 
In some cases, parents, brothers or other relations have died at 
an age earlier than middle age. In others, if there are brothers, 
they are as yet below the age at which the condition most usually 
becomes ifest. 

In my 25 cases, 22 families were represented. In seven of 
these families there was definite evidence of familial tendency, 
and 10 of the 25 individuals came from them. There remained 
15 without such a history. Out of these 15 individuals, of one 
my notes record “knows very little about his family’, of a 
second “does not know anything about father or relations”, 
of a third “has no brothers or sisters, father killed when young, 
knows nothing of family history”. It is obvious that these three 
must not be weighed in with the “negatives” as against those 
with known family tendency. They cannot count. That 
leaves 12 to be counted as “‘negative”, meaning that they were 
unaware of any family tendency. 

However, let anyone who reads this stop and think. Let him 
ask himself if he can give details definite enough for scientific 
use about the palms of the right and left hands of his own 
grandparents, parents, uncles, aunts, brothers, sisters, and 
cousins over the age of forty years. Had they (or have they) 
pits, fibrous nodules, fibrous bands, or contractures, or were they 
(or are they) free from them? When I speak for myself, I 
must confess that my knowledge is very far from complete, 
even as regards my closer relations, from some of whom I am 
separated by many thousands of miles, and whom I have not 
seen for many years. 

In addition to the people actually examined, I was able to 
get information about other affected individuals not seen, but 
belonging to their families. Information about an eighth 
family will come later. 

Here is the whole record for the seven families, as far as is 
known by my informants. 


1. Family P.: Two brothers, father, paternal grandfather 
(dead), paternal grandmother (dead), paternal uncle. 
Family G.1: Three brothers, father (dead), nephew. 
Family G.2: Father and son. 

Family J.: Father (dead) and son. 

Family H.: Mother and son. 

Family M.: Nephew and paternal uncle (dead). 
Family B.: Son, father (dead), grandfather, great- 
grandfather (dead), grandfather’s cousin (dead), two 
paternal aunts, two cousins (children of grandfather’s 
cousin). 


With further reference to family B., there is no definite tradition 
as to the great-great-grandfather, so he has not been included in 
the list just given, but it is most likely that he was affected, 
because the dfather’s cousin was affected, and his sons. 
This would give a line of five generations affected. There are a 
number of other cousins in existence, but at present nothing is 
known of the condition of their hands. 


If the eight dead are omitted, the figures reveal a living 
community of 20 affected individuals belonging to the seven 
families. In the category of non-familial cases we counted 12. 
Adding up, we get a total of 32 affected persons living. The 
numbers are too small for steady percentage statements, but 
for what it may be worth, the proportion of familial cases in 
the 32 is 62-5%. We cannot use this figure for more than an 
approximation, but I think we can say that in a census of 

ted individuals there are grounds for expecting a considerable 
proportion of familial cases. Indeed, as we go on, we find 
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ourselves asking whether there is, in truth, any other sort of 
case. But let us wait. 

Here is a little more food for thought. It happens that in 
my own series, three of the subjects were medical practitioners. 
I am one of them myself, and Dr. B., the representative of the 
B. familial group, is another. Dr. M., the representative of 
the M. family group, is the third. In not one of the three cases 
is the diagnosis obvious to the unobservant or unenlightened. 
There is no contracture and no disability, and the only thing 
apparent is the initial nodule, recognizable more by palpation 
than by inspection. Dr. M.’s is certainly invisible to inspection, 
and in his left hand it is only just recognizable, even by palpation. 
In my own hand the shallow depression or pit just distal to the 
nodule can be seen when looked for. The nodule is palpable 
only. Mine has remained in this larval or cryptic p) for 
over twenty-five years, and Dr. B.’s began about two years ago. 
Dr. M.’s was first noticed several years ago, and has not advanced 
since. In all three cases there is hardly room for doubt that the 
true nature of the condition would never have been recognized 
by any other than a trained and well-informed observer. As for 
myself, I have taught surgery over many years, and have seen 
many cases. As for Dr. B., he is much younger, but he has a 
special personal interest, because he knows about the family 
predisposition. Dr. M. is a senior practitioner in a high position, 
and a man of great experience. In family G.2, the father, 
J.H.G., aged seventy years, showed the first phase, a small pit 
and a nodule, at the distal crease of the right hand in the line of 
the ring finger. This appeared at about the age of thirty years, 
and in the intervening forty years it had remained the same. 
He took no notice of it. It called for neither notice nor mention. 
But his son B.N.G., an estate agent, now aged forty years, 
developed the condition in the right hand at the age of thirty- 
two years, and in the intervening eight years the ring finger had 
become bent over till it could no longer be straightened, and 
there was a well-developed fibrous ridge in the line of the finger. 
This ridge was tender, and often received blows and other minor 
traumata which produced pain. In the left hand the disease was 
just beginning, and was in the pit-and-nodule phase. 

Now we may ask ourselves how many cases like these exist, 
or have existed, unrecognized. The question opens the door to 
some legitimate speculation. It suggests that mild, non- 
progressive cases may be much more frequent than anyone has 
suspected. It also suggests that if the real truth were known, 
some, many, or all of the cases numbered in the non-familial 
group would be transferred to the other category. After this, 
let us once more ask ourselves if we can give details definite 
enough for scientific use about the palms of the right and left 
hands of our relations over the age of forty years. 

I have an eighth family history to add at this point, which 
gives us still more food for thought. I did not group it with the 
first seven, because it was not possible to discover which 
individuals were alive and which dead at the time of inquiry. 


The information was supplied to me by Dr. E. 8. Stokes, formerly | 


for many years senior medical officer to the Metropolitan Board 
of Water Supply, Sewerage and Drainage, Sydney. He is a 
member of the family described, but not himself affected. We 
call it family S. This is what he writes : 


The following is an account of the incidence of the 
condition amongst my relatives. My maternal grand- 
father had both hands badly affected. He died at the 
age of 76, was married twice, and had 17 children. One 
son (affected), who died at the age of about 50, had 
three sons and one daughter. Two of his sons were 
badly affected before reaching the age of 30. One died 
at about 45. Two sons of one of my mother’s sisters, 
who was free from the condition, were also badly 
affected, the onset being before they were 30. The last 
case occurred in the grandson of another sister of my 
mother. Neither this sister nor her son, the father of 
the case, were affected, and the onset in this case was 
between 30 and 35. The number of grandchildren who 
have reached the age is considerable. I am _ not 
acquainted with all and cannot say if any beyond those 
I have mentioned are affected. I have only reported 
those that have come under my personal observation. 


It will be seen that in the S. family two lines of the inheritance 
were carried through females who themselves showed no indica- 
tion of the disease. In one of these lines it passed over from the 
original parent through two generations, his daughter and her 
son, without affecting them, to be manifested at last in his great- 
grandson. It is, of course, possible that the transmitters did 
have small unrecognized nodules in their palms, like those of 
the three medical men and J.H.G., noticed above. But it is 








also to be remembered that relatively few females are affected, 
males being affected six or seven times as often. This strongly 
fortifies the credibility of the statement that neither of the 
women was herself affected. 

If the descent can pass over a generation, or perhaps two 
generations, leaping from great-grandfather to great-grandson, 
it becomes difficult to put heredity out of the picture in any 
case of Dupuytren’s contracture. 

Dr. Stokes added some further matter as follows : 

Some years ago I had to examine about 4,000 
applicants for employment in general labouring work. 
The examinations were put through in a great hurry 
and in a minimum of time. The hands of each man were 
inspected. About 40 cases of contraction were detected, 
the large majority being in the first stage, and the 
condition was invariably not recognized by the men. It 
was not considered advisable, therefore, to draw atten- 
tion to the condition and no questions were asked as 
to family history. In the few advanced cases where 
the men knew there was something wrong with their 
hands, enquiry was made as to supposed cause of the 
condition and also as to the incidence among relatives. 
A proportion of the group confidently attributed the 
state of their hands to some specific injury, and none 
of them were able to state that there were similar cases 
among their relatives. Pressing the enquiry, it was 
found that no reliable detailed knowledge of parents, 
grandparents, or other relatives was forthcoming. 

This enquiry showed that the incidence of the con- 
dition amongst labourers is about 1 per cent., that the 
majority of cases are mild and not disabling, and that 
family history could not be obtained simply on account 
of want of knowledge on the part of the examinees. To 
illustrate this last point, in the last case mentioned 
amongst my relatives, the person affected had no know- 
ledge whatsoever of his family history in regard to his 
disability, and would have truthfully, as far as he 
knew, denied that previous cases had occurred amongst 
his antecedents. 

It may be remarked that the 1% incidence was spread over 
the whole 4,000 men. We do not know how many of the men 
were aged under forty years, and how many over, but if 
Dupuytren’s contracture is more frequently found at ages over 
forty, we can be pretty sure that the percentage figure amongst 
the men over forty was higher than 1%, and that it was lower 
than that amongst the younger men. 

Kanavel, Koch and Mason’s analysis of cases gave the pro- 
portion of familial to non-familial affections amongst the subjects 
actually seen by them. They recorded 29 cases, apparently 
representing 29 families. In eight there was a definite familial 
history. In five of these the particular relations affected were 
mentioned, but the record did not state which were alive and 
which were dead. In the remaining three there was no detailed 
information. The material obtainable from these and other 
writers does not supply data for an inquiry into the proportions 
of familial to non-familial affections in the whole known com- 
munity of affected persons. 


Dupuytren’s Contracture in Identical Twins. 


What has been stated about heredity in this disease will gain 
added interest if I take the liberty of making some extracts 
from a report by H. Crouch on “Identical Dupuytren’s 
Contracture in Identical Twins’. While a man was in hospital 
for investigation cf duodenal ulcer, routine physical examination 
revealed Dupuviren’s contracture of mild degree involving the 
ring finger of his left hand. A few days later, his twin brother 
visited him and disclosed to the nurse that he had a similar 
lesion. Photographs of their hands accompanied the article. 

In the hands of each of these brothers, Dupuytren’s 
contracture has occurred, making its appearance at the 
same age, reaching to about the same degree of severity, 
involving the same finger in the same hand in the same 
manner, and progressing at the same rate. ... In each 
hand the contracture, though slight, has involved the 
skin and produced a V-shaped depression with a fullness 
beyond. . . . Since identical twins are monovular, they 
must be absolutely identical, so far as all inherited 
characteristics are concerned. Such differences as 
gradually appear are produced by differences in environ- 
ment. Galton said: “Iliness or accident is the only 
cause which is adequate to make similar twins dis- 
similar.” However, Dupuytren’s contracture has rendered 
these two similar rather than dissimilar, which might 
suggest that Dupuytren’s contracture is neither a 
disease nor an accident, but is, rather, a variation in 
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growth of palmar fascia, the potentiality for which is 
inherited. In this connexion it will be remembered 
that most text-books contain a short and unconvincing 
suggestion that Dupuytren’s contracture is caused by 
trauma. Elderly gentlemen who carry canes with crooks 
on the handles are thought to bruise their palmar fascize 
and so to set up fibrosis. Why it should appear in both 
hands is not made clear. We do not recall having 
observed elderly gentlemen carrying two canes as they 
stroll through the park. 


Nature and Cause of the Lesion. 


Pathologists who have had opportunities of studying 
ne appearances report that the process at work in 
puytren’s contracture is one of hypertrophy. Sometimes 

the histological picture has been referred to as representing 
fibrositis or chronic inflammation, but it is described chiefly as 
hyperplasia or fibro . Some workers have described the 
appearances quite itely as “not inflammatory”. Davis 
and Finesilver have called the condition a hypertrophy of 
idiopathic: origin, not specifically caused by local irritation or 
traumatism. However, they thought that at times such 
conditions might have an exciting or contributory influence. 
Horwitz, after a careful and comprehensive histological study, 
concluded that ‘‘the essential process in Dupuytren’s contracture 
is benign fibroplasia of the palmar connective tissues. Inflam- 
matory features are not constant, nor is there any evidence that 
the proliferative process arises from the walls of blood-vessels”’. 
These accounts can mean only that while the picture in some 
ways or at some times approximates to that of chronic inflamma- 
tion, it is yet different, and Horwitz’s description of it as benign 
fibroplasia indicates its nature. It is not ordinary, but peculiar 
to itself. If it is to be classed as an inflammatory process, it is 
one repeated characteristically over and over again in the 
members of certain families. It is ted quite as 
characteristically in a number of other people, in whom no 
hereditary predisposition whether present or not, has been 
me A uliarity is its preference for males and its 
avoidance of ed ay in the over-all ratio of approximately 
6-5 males to 1-0 female. In my list of 50 cases there were five 
females. In the 35 familial cases there were 31 males and four 
females. In the remaining 15 there were 14 males and one 
female ; but in the case of t of the males the condition could 
not be classed either as familial or as non-familial, and that left 
1l males to one female. It is true that in the small total 
recorded the ratio 6-5:1-0 does not appear, nor should we 
expect it to appear at once in a smalt population. But much 
the same sort of male preponderance is found in the published 
records of other individual investigators. This preponderance 
extends alike to both categories, familial and non-familial— 
that is, if there really are two categories. Perhaps, after all, 
—_ are not two, and that would explain why they do not 

iffer. 

Another peculiar , assisting to mark the lesion off as a 
special type, is the fact that in some cases a contracture is 
found in the co nding structure in the foot, and in the 
same people who have it in the hand. 

One more peculiar feature is to be mentioned here. Whenever 
and wherever the contracture occurs, it follows the same pattern. 
It is the same in every affected person, though it varies in its 
degree of development. Any variations that occur are only 
minor, never interfering with easy recognition of the contracture 
by anyone who has made himself acquainted with the disease. 

The hereditary propensity is not the last thing to look at, but 
the first, and it has to be said that not all writers have done 
this. Some have given it just dry mention amongst minor 
things, passing from it with dull and unconcerned incuriosity. 
Some have thought it of so little importance as not to mention 
it at all. Some writers have avoided difficulties (for example, 
those just mentioned) by not looking at them. One or ano’ 
tells of a gouty tendency, not shown as gout in any other way 
in these subjects. Another thinks of arthritic or fibrositic 
disorder, and relates the condition to toxic absorption. Then 
teeth, tonsils and the rest are called on to take the blame, and 
things happen to them. Another, neurologically inclined, 
looks for some irritation of the sympathetic nerves, or for S 
specially adapted “a - it for himself, 
nobody else does. Another eugzests og Seno ie 
remains sceptical. It is possible to have all things, gout, 


or arthritis, or fibrositis, or septic tonsils, or bad (or not so bad) 
teeth, especially in later life, and to have Dupuytren’s contracture 
They are irrelevant. 


too. But they do not connect. 








Occupation. 

The subjects of this disease are all interested in the question 
of causation. Not being medical men, they have probably never 
seen any lesion but their own, and if they borer = their doctor, 
which some occasionally do, it is also possible that the doctor 
himself knows very little about the disease. It is quite certain 
that some doctors fail to recognize it, and this happens when 
we might have expected something better. The patient does 
not know, nor do some of his doctors, about the heredity factor, 
and that, if it is looked for, it can often be found. However, 
there are few patients who are not convinced that they know the 
cause, as far as their own case is concerned. They blame some 
cero occupation, or recurring occupational trauma. They 

think back in their memory to some particular job, or some 
i occurrence. To them it is obvious, and not seldom 

it is just as obvious to their doctor too. 

In one of my cases, the patient, C.E., stated that 
four years earlier he had cut the outer side of his left 
little finger with a knife. Following that, he noticed 
the signs of Dupuytren’s contracture appearing in the 
palm of that hand. Two years later he ran a fork into 
the palm of his right hand, and later again he noticed 
the contracture appearing in the right hand. He was 
convinced that the cause of the condition in the left 
hand was the cut on the finger, and that the cause in 
the right hand was the puncture by the fork. He was 
aged forty-four years when examined. 


It may be remarked that the case was unusual, in that 
examination of the left hand showed involvement of the little 
ring finger, and thumb. I have never seen the condition 

in the pes in any other case. 

Do not laugh at this man and his mental process. He is a 
mirror of ourselves, who do the same. For witness, read the 
literature on Dupuytren’s contracture, including text-books. 

As to occupation, several writers have collected statistics. 
I have to admit that I have insufficient information to classify 
all my own contributed list of 50 cases according to occupation. 
Among my own 25 subjects there were three medical men. Among 
Kanavel, Koch and Mason’s 29 subjects there were no less than 
six medical men, and that makes it certain that the 29 did not 
constitute a representative cross-section of the general com- 
munity. Their 29 subjects comprised 10 manual workers and 
19 non-manual workers. Davis and Finesilver give statistics 
from their own 40 subjects, which comprised 20 manual and 
20 non-manual workers. Then come statistics from Keen, 
with a list of 123 subjects comprising 49 manual and 74 non- 
manual workers, from K. Black with a list of 131 subjects 
comprising 63 manual and 68 non-manual workers, from Byford 
with a list of 38 subjects comprising 24 manual and 14 non- 
manual workers. These various figures added up give 361 
cases, 166 among manual workers and 195 among non-manual 
workers. If these figures were taken uncritically they would 
prove, seemingly, that Dupuytren’s contracture was pre- 
dominantly a disease of non-manual workers. But the truth 
is that we cannot know the real proportion of manual to 
non-manual workers affected until we have a complete census 
of all affected persons, and of the occupational status of each, 
or if we cannot get that, we must have a_ thoroughly 
representative sample. The figures just quoted tell us only 
the proportions among cases recorded by the several observers. 
The composition of Kanavel, Koch and Mason's list shows the 
point. 

When all is said, however, the fact still remains that in the 
several hundred cases investigated, the number of non-manual 
workers affected exceeded that of the manual workers. While 
our criticism has shown that it cannot be assumed that the same 

roportions hold for the whole population, it is still an important 
We can now hardly doubt that, whatever the exact 
percentage, there is a considerable proportion of non-manual 
workers ‘among the total of affected individuals. This result is 
just what we should e t if the hereditary factor took charge 
of the incidence. In effect, there would be a “race” of people 
amongst whom cases were prone to develop, whatever the 
occupation. And we shall see that there is no sound evidence 
to show that occupation, or trauma, or the various other imagined 
causes, are able to induce the disease in anybody. 


The Influence of a 
Those who suppose that ren’s contracture has & 
relation to trauma put forward elow- Ga is comes Og 
repeated small blows, or other repeated minor traumata received 
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at the site of origin in the palm, as might occur in the use of 
tools. It is suggested that in this way a chrunic inflammatory 
process is set up, which gradually extends, presenting as it 
extends the clinical picture which we as Dupuytren’s 
contracture. There are serious difficulties that need considera- 
tion and explanation before this view of the disease can be given 
any respectful attention. 


The first difficulty has already been discussed, and that is the 
strong evidence of heredity. 

The second, also already discussed, is the remarkable frequency 
of its occurrence in individuals who have never done any manual 
labour. 

The third is the fact that it is strongly inclined to be bilateral, 
and that it begins often in the left hand, the one that does the 
least work. 

The fourth is that in some individuals it appears not only in 
the hands, but also in the feet. 

The fifth is that it does not first appear in the part of the hand 
which is most subject to the mild trauma or irritation of tool- 
handling, that is, on the parts where the skin becomes cornified. 

The sixth is that the first sign is a nodule in the most protected 
part of the palm, a part which is hidden at the bottom of a 
crease when the fingers are flexed over an ordinary tool handle. 
It receives neither blows nor stresses. 

The seventh is that the first sign of the disease is found, not 
at the radial side of the palm, which receives the major part of 
the pressure, but near the ulnar border, in the less powerful part 
of the hand. 

The eighth is its remarkable persistence of character, already 
discussed. It refuses to begiri at the radial side, or in any other 
random part of the palm. There are only minor variations of 
pattern. 

The claim that Dupuytren’s contracture is caused by trauma 
assumes as a premiss that the disease process is just plain chronic 
inflammation. One cannot allow this premiss to pass as granted. 
It seems to meet with very little support from histologists. 
It is a conjecture, apparently founded on false analogy. And, 
as we shall see, it leads to a serious dilemma. 

This is the process of thought: a recurring mild trauma can 
cause chronic inflammation (fibrositis); chronic fibrositis can 
cause increased fibrosis; increased fibrosis is present in 
Dupuytren’s contracture; Dupuytren’s contracture is due to 
fibrositis; therefore it is due to trauma. Circulus in 
demonstrando. 

Now let us add mention of those other agencies to which 
reference has been made, and which are said to be capable of 
causing chronic fibrositis, and so of causing Dupuytren’s 
contracture. They have not been excluded by reasoning. 
Perhaps they are not all mutually exclusive, but is everybody’s 
guess right? It seems that they rest on fallacies closely 
resembling the one just shown—the “fallacy of surreptitious 
assumption of premiss” as logicians have called it. 

It must, however, be understood that once the band in the 
palm is formed, it is subject to trauma, both by stretching and 
by percussion. It is eminently exposed to such incidents, and 
it is also a fact that tenderness is sometimes found to be present. 
But obviously, this trauma follows the formation of the structure. 
It cannot be said to be its cause. Nor is there anything to 
show that this trauma makes the disease, as a disease, gro 
faster or become worse. Although assertions to this effect 
have gained attention by much repetition, the idea is pure 
assumption. We find in it the same conjecture as was mentioned 
above—namely, that the fibrous structure seen in Dupuytren’s 
contracture is simply inflammatory, with nothing specific about 
it, nothing that marks it as an entity, separate in itself, and 
that accordingly, it can be caused by trauma, toxemia, or other 
agencies capable of provoking chronic inflammation. It is 
again an example of the logician’s “fallacy of surreptitious 

assumption of premiss”. Indeed the assumption is not only 
without proof, but without the support of probability. Readers 
will have noted the ridicule directed at it by Crouch, in a 
quoted. As has been shown above, the evidence that the 
condition is separate and specific is both strong and abundant. 


The Dilemma. 


I mentioned a serious dilemma, and let us now see where it 
lies. I take it that on the evidence shown in this paper and in 
so many others, it must be admitted, beyond question, that in 
at least a large proportion of cases, the disease ocours as the 
result of an hereditary p 
it, but they are born to have it, if they live long enough, whatever 





ition. Men are not born with | 
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their occupation or position in life. It can come without any 
other recognizable cause. 

However, if in some cases Dupuytren’s contracture can be 
brought about by trauma, toxemia and so on, we find something 
remarkable happening, or seeming to happen. If this induced 
condition is Dupuytren’s contracture, a disease has been brought 
into being that is to be passed on as a special potentiality to 
children, and children’s children, preserving its pattern, and 
preserving also a ratio of 6-5: 1-0 of males to females, approxi- 
mately, if it is the same disease. The lesion becomes an example 
of the inheritance of an acquired character, acquired by trauma, 
toxemia or whatever the supposed cause. ill the student 
of genetics be persuaded ? He will invite us to go back to our 
evidence and look for the fallacies. He will us that our 
education has been neglected. 

Or are there two separate entities, completely alike in every 
character but one, and that is the familial c ter—a character 
or peculiarity that exists in one, but not in the other—a trans- 
missibility in one, a non-transmissibility in the other? We 
shall be able to distinguish them by a breeding test. This we 
can expect to take a hundred years. 

When the question of trauma to a fibrous band is brought up, 
do we get fibrositis added to fibrositis, or fibrositis induced in a 
structure where it is not homologous, but alien? Or do we 
just imagine that something happens, or may happen, that 
does not happen ? 

The sophist’s answer to the dilemma considered above will be 
this, or something like it. Yes, we must now admit the presence 
of an hereditary factor. We have to admit that the contracture 
can occur in people who have never done manual work, sometimes 
even in young people, and even in identical twins at identical 
ages. We have to admit that it is really to call 
in the aid of trauma, or of any other ncies. But we do, 
nevertheless, maintain that although it may not be possible 
in everybody, in certain more or less predisposed people it is 
possible by trauma or other means to arouse the dormant 
condition and annem the contracture, that may not otherwise 
have occ 

Concealed in all this we find once more the same conjecture, 
the same fallacy of surreptitious assumption of premiss. It is 
taken for granted that, familial or not familial, the fibrosis is 
due to @ quite ordinary chronic inflammatory process, and is 
therefore producible by such agencies as can cause chronic 
inflammation. The assumption is not to be granted, however 
it is concealed, and however often repeated. 


Dupuytren’s Contracture Hereditary in Every Case. 


I shall not prolong the argument about causation. To my 
mind, it seems impossible to avoid the conclusion that 
Dupuytren’s contracture is in every case a result of heredity. 
There are no non-familial cases. It will often be difficult to 
trace the heredity. It will sometimes be impossible, because 
really complete information may be unobtainable. But there 
seems to be no reasonable alternative to the conclusion arrived at. 


Meaning of the Preponderance of Males Affected. 

If we find that Dupuytren’s contracture is one disease, not 
two, and that familial descent must be present in all affected 
persons, it is permissible to surmise also that the preponderance 
of males to females in a fairly steady ratio will be found to arise 
from the complex interaction of Mendelian unit-characters, to 
which there are parallels in many other cases. It seems-to be a 
matter worth attention, but I am not competent to go into it 
more deeply. 


Treatment. 


There has been much ineffectual and utterly useless treatment. 
One reads of the usual prolonged tinkering with hot air, 
manipulation, electricity and the like. Then the — goes 
elsewhere. The next doctor orders the tonsils to removed, 
and then the teeth. Perhaps these measures are followed by a 
few courses of subcutaneous injections. Or at length the patient 
comes under the care of a surgeon, but pe _not one well- 
informed as far as this disease is concerned. man finds a 
fibrous band in the palm which is interfering with proper 
extension of the finger or fingers. So he puts the patient under 
anesthesia and inserts a tenotome to cut the band. This is 
tinkering too, and likely to be as futile as pulling out the teeth. 
I have seen patients who have been so treated. 

However, an adequate operation is the only real means of 
controlling the disease. This may not mean, and probably it 
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will not mean, full and complete cure, but it will be able to do a 


it is performed soon enough. 

When the contracture is well-advanced, or when it has lasted 
for several years, no improvement, or very little, can be expected 
from operation, which will be more or less of a failure. It may 
be worth performing, if little is promised. After such an 
operation, the fingers will have little useful function, and will 
tend to flex again, not necessarily from the original cause, but 
from the secondary changes in muscles, tendons and ligaments. 
When the fingers have bent down to the palm, the only operation 
worth considering is amputation. 

Not in every case is operation necessary. 
ceased to make any progress over a course of years, then it ought 
to be left alone. It is a fact that in some patients, as in my own 
case, the disease seems to come to a standstill, or to die out, 
as far as can be judged by its progress. 

When the disease is advancing, even rather slowly, it is 
imperative to operate, and without undue delay. Delay will 
be greatly to the disadvantage of the patient. 
must be thorough, not conservative. It must aim at removing 
as radically as possible the whole of the fibrotic structure, with 
its d connexions and its extensions into the fingers. Some 
fib skin may have to be removed from the palm. The complete 
operation should be performed in every case. 

For many years I have carried out this operation under local 
anesthesia, which is incomparably superior to general anesthesia 
for this purpose. It is necessary to add that the surgeon must 
be one who is willing to learn, and who will take the trouble to 
learn how to operate under the conditions of local anesthesia. 


or by his surgical assistant. When proper skill is used, and 
when the patient is properly premedicated, he is perfectly 
comfortable before, during and after the operation. Analgesia 
is perfect and the field is bloodless, which is a great contrast 
to what is seen when ether anesthesia is used. Not every 
method of local anzsthesia is suitable, for in this operation we 
want a bloodless field; this is not obtained by blocking the 
brachial plexus or blocking separate nerves in the forearm. 
The bloodless field is obtained by local infiltration of ethocaine 
(procaine, 
dilution. The premedication for a man 
and fifty years consists of a hypodermic injection of half a grain 
of morphine and 1/100 grain of hyoscine two hours before the 
operation. At ages fifty to fifty-five years the dose is one-third 
of a grain of morphine and 1/150 grain of hyoscine two hours 
before operation, and again one-sixth of a grain of morphine 


an hour before. From age fifty-five to age seventy-five years | 


the dose is one-quarter of a grain of morphine and 1/200 grain 
of hyoscine, given two hours before operation. This is a well- 
tested premedication system, based on an experience of several 
thousand cases. 

The analgesic solution used should contain 0-8% sodium 
chloride solution (but ordinary normal saline solution will do), 
0-5% ethocaine (procaine, “‘Novocain”) solution, and an 
adrenaline concentration of one in 200,000. The injections are 
given before the surgeon puts on his gloves. They are made from 
the back of the hand, and are very liberal, visibly increasing the 
size of the hand. They must anzsthetize the whole palm 
throughout its length, breadth and depth. The needle must be 
made also to reach into the proximal part of the fingers involved, 


thus extending the injections to the digital sheaths. After the | a ‘Sper 


injections are complete, the gloves are put on and a final 
preparatory swabbing is given to the hand. All this gives time 


for the analgesic drug and the adrenaline to act, and the interval | 


must be at least five minutes. I operate by making an incision 


along the distal crease from the ulnar border of the hand. It | 


then crosses at the middle of the hand to the proximal crease, 
along which it is carried almost to the radial border. 
edges of the incision are dissected up distally and proximally 
to expose the aponeurosis and its bands from its origin and as 
far forward as the first phalanx of the finger, where it forms 
of the digital sheath and is attached to the bone. The whole of 
the affected aponeurosis and as much of its extensions as possible 
are cleanly excised to their furthest limit. Some affected skin 
will have to come with it, but it is possible that some can be 
saved by shaving under it. A Thiersch graft (or a thicker one) 
ae ary immediately on any denuded skin area, and the hand 
daged, not in an extended, but in a flexed position. The 
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k . | another case it leaped a generation to 
But this operation | 


| heredity merely because it has not been found. An attempt 


| caused by agencies such as trauma or toxemia. 


Association 


Then the | 





digital nerves, the arteries, the tendons, and the lumbrical | 
muscles are seen and unharmed. Longitudinal incisions in the 


palm are permissible only in cases of extreme necessity, for they 
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iry scars, even when they have healed 
great deal of good if it is performed soon enough. But only if | well. Note again that the hand is bandaged in a flexed position, 


leave uncomfortable 


This is contrary to what others have advised, but it is important, 
Flexion conduces greatly to good healing, and there is absolu 

nothing gained by extension at this stage. After the wound has 
healed the fingers can be unflexed and extended as far as possible, 


Summary. 
Dupuytren’s contracture is due to hypertrophy of the palmar 


| aponeurosis. A similar condition sometimes coexists in the foot, 
| It is 6-5 times more common in males than in females. It 
b | occurs most often in men over forty years of age, but sometimes 
If the disease has | 


in much younger people. It varies greatly in its rate of progress, 
in its grade, and in other minor features, but possesses a consistent 


| general pattern. There is a strongly marked tendency to 


heredity. The heredity factor may sometimes be difficult 
to trace. In one family described the disease leaped over two 
generations from great-grandfather to great-grandson. In 
to a grandson. Such 
cases make it practically impossible to exclude the factor of 


was made to find the proportion of familial cases to non-familial, 
or supposedly non-familial cases, in a whole known community 
of affected persons living at the time of investigation. Of 
these, 20 out of 32 had a known family history of the disorder 
and 12 had not. Other cases were not usable; three patients 


| were rejected because they knew nothing, even of their parents. 


Fifteen more had a family history of the disorder ; some were 


| dead, some living, but since it was not known how many were 
oO operat : , | alive, they had to be left out. 
The analgesic injections should be given by the surgeon himself | 


The total cases amounted to 50. 

The still current view that Dupuytren’s contracture is due to 
trauma or toxemia is criticized. Such theories are found to 
depend on conjecture, a tacitly assumed major premiss, without 
attempt at proof. This assumption is that the condition present 
is an ordinary chronic fibrositis, and that as such it can be 
It is pointed 
out that if Dupuytren’s contracture can be caused in this way, 
it provides an instance of the origination of a condition which is 


| passed on to descendants, preserving its pattern. This presents 
; : - 0 : , | @ dilemma which is intolerable, and the theory is decisively 
“‘Novocain”) combined with adrenaline in suitable | 
between forty | 
| found so if the descent and complete family history were 


rejected. The more likely alternative is that all cases of 
Dupuytren’s contracture are familial, and would always be 


accurately known. It iss ted that the great preponderance 
of males, which extends to all cases, familial or supposedly 
non-familial, is capable of a Mendelian explanation. 

The treatment consists in early and radical extirpation of the 
fibrous structure in progressive cases, but not, as a rule, in static 
In old contractures little improvement can be expected. 
In advanced cases amputation may be advisable. 
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SUDDEN BLINDNESS AFTER EATING “FINGER 
CHERRIES” (RHODOMYRTUS MACROCARPA). 





By H. FLecker, 
Cairns, North Queensland. 





DespiTre the considerable number of victims who in 
earlier years suffered sudden and permanent blindness 
following the eating of a native myrtaceous fruit, 
Rhodomyrtus macrocarpa, which is indigenous to north 
Queensland, it is remarkable that so little information is 
available in the medical literature concerning this striking 
and severe affliction. This paper accordingly represents an 
effort to bring together as much detail as possible, in the 
hope that further study and research may be undertaken 
to discover the precise cause of this apparently unique 
disease. Many of the attendants of the victims have since 
died, although some of the patients still survive and are 
available for examination and study. Most of the early 
records are unfortunately lost, and the few still obtainable 
are rather scanty. 


The earliest record in the medical literature appears to 
be contained in The Australasian Medical Gazette for 
October, 1894, and was quoted by Professor J. B. Cleland 
in the same journal of June 20, 1914: 

Cases of sudden loss of sight have been reported on 
several occasions from Cairns, supposed to be due to 
people having eaten a peculiar berry, known as fingers, 
or native loquat, which occurs plentifully in the district. 
A sample of berries was sent to Mr. F. M. Bailey, 
Colonial Botanist, who found they were badly infested 
with a fungus, Gloeosporium; no traces of poison exist 
in the plant. It is Rhodomyrtus macrocarpa, one of the 
myrtle family. 

However, F. M. Bailey, discussing the Queensland flora 
in The Botany Bulletin, Number 10, 1895, at page 37, 
described a fungus, Gloeosporium periculosum, “infesting 
the fruit of Rhodomyrtus macrocarpa at Cairns, which if 
eaten in this state is considered to cause blindness and at 
times death. This is a matter worthy of the attention of 
our medical men”. This fungus occurs in the form of 
“pustules occupying the whole or part of the surface of 
the ripe fruit, forming sulphur-coloured nodules beneath 
the cuticle” half a millimetre in diameter. 


Banfield, in “Confessions of a Beachcomber”, 
page 23, writes as follows: 

The finger cherry “Pool-boo-nong” of the blacks 
(Rhodomyrtus macrocarpa), possesses the flavour of 
the cherry guava, but has a most evil reputation. Some 
assert that this fruit is subject to a certain disease (a 
kind of vegetable smallpox), and if eaten when so 
affected is liable to induce paralysis of the optic nerves 
and cause blindness and even death. Blacks, however, 
partake of the fruit unrestrictedly and declare it good 
on the authority of tradition as well as by present 
appreciation. They do not pay the slightest respect to 
the injurious repute current among some _ white 
folks. ... At any rate blacks are not affected by the 
fruit, although large consumers of it, and many whites 
also eat of it, raw and preserved, without fear and 
without untoward effects. 

That the aborigines are also afflicted by the condition 
is evident from the fact that three cases recorded here 
occurred among aborigines from two different mission 
stations. ° 

C. T. White (The Queensiand Agricultural Journal, 
September, 1921, at page 194) records the following 
incident. From Malanda, North Queensland, on July 18, 
1921, Mr. H. Jubt wrote as follows: “Please let me know 
the name of the bush of which I enclose a leaf or two. I 
might state that I tied two valuable heifer calves to this 
bush, and after they had nibbled the leaves, one died and 
the other went blind; it seemed to paralyse their hind 
quarters.” White reported that the bush of which Mr. 
Jubt sent a specimen was the finger cherry (Rhodomyrtus). 
He went on to state that the fruit contained a sapotoxin 
and was well known and dreaded in North Queensland as 
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being capable of causing blindness in people who ate too 
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freely of it. The incident was, however, the first that had 
come under his notice of the plant’s being suspected of 
causing trouble amongst live stock by their browsing on 
the foliage, and it suggested that the poisonous principle 
was contained more or less in all parts of the plant. When 
the matter was referred to the agricultural chemist, Mr. 
J. C. Brunnich, that officer reported as follows: “The 
presence of poisonous saponins in the fruit has been proved 
and there is bound to be some of this substance in the 
leaves where all these bodies are formed.” 





Ficures I. 
A photographic reproduction of a coloured plate 


hung in north Queensland schools. It depicts the 
finger cherry (Rhodomyrtus macrocarpus) ‘eaves, 
flowers and fruit. 


In The Queensland Agricultural Journal for April, 1935, 
at page 416, is published a letter to myself from the 
Queensland Government Botanist, Mr. C. T. White, in 
response to a request for information concerning poisonous 
plants under the heading of “poisonous plants harmful to 
man”. An extract from this letter follows. 

Rhodomyrtus macrocarpus. This is the well-known 
Finger Cherry of North Queensland. The fruit when 
eaten in any quantity at times causes permanent blind- 
ness in people, destroying, we understand, the optic 
nerve. Its effects are probably well known to you. The 
fruit has not been the subject of any intensive scientific 
investigation, although the subject warrants it. H. 
Tryon, late Government Vegetable Pathologist, has 
recorded in government reports and in the North 
Queensland Press that the fruit contains a saponin, and 
the dreaded qualities of the fruit are due to this body. 
The late F. M. Bailey, for many years Government 
Botanist, stated his impression that the fruit was only 
poisonous when infested by a particular fungus, 
Gloeosporium periculosum. In the former cases the fruit 
would be most harmful when immature, the latter when 
overripe. 

No published clinical history of any kind has been dis- 
covered as yet in any medical journal; accordingly efforts 
were made to trace persons who had been so afflicted. The 
early records of practically all the institutions in North 
Queensland have been lost, so that very little information 
is obtainable from these sources. By great good fortune 
one victim has been traced, and was able to give an excel- 
lent account of the incident when she was interviewed on 
September 5, 1943. She is in excellent general health, of 
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high intelligence and able to remember many details, 
despite the lapse of more than fifty years and the early 
age at which she was afflicted. It must, of course, be 
understood that as she was only four years of age at the 
time, her memory must almost certainly have been 
prompted since then by her parents and other members 
of her family, who must have furnished certain details. 


Miss G. was born in September, 1888, and is now aged 
fifty-five years. On November 11, 1892, at the age of 
four years, she ate some Rhodomyrtus fruit in company 
with her brother, aged nine years, and her sister, aged 
seven years. Her father, a miner, had eaten the fruit 
for many years, but her mother disapproved of this. 
After eating the fruit, somewhere about midday, the 
patient went to bed as usual, feeling very well; she 
could see well. She was the most robust of the three 
children. Next morning at about 6 o’clock, while the 
sun was shining brightly outside, she was playing with 
her father and could see well. Ten minutes later, how- 
ever, while in her mother’s company, she was unable to 
see anything at all. She was taken from Mount Fraser 
to Port Douglas, 28 miles away, where Dr. Roebourne 
attributed the blindness to ingestion of the fruit. It 
was supposed that the other two children escaped blind- 
ness by eating fruit directly from the bushes, but the 
victim picked up the fruit, presumably mouldy, from 
the ground. She was then taken to Dr. Koch, at Cairns. 
No indigestion or other symptoms whatever were 
noted, only the sudden blindness. 

The patient has now a pronounced strabismus, and 
can distinguish light from darkness, but cannot count 
fingers. An ophthalmoscopic examination was not 
undertaken.’ 

This patient used to feed a goat with this fruit, and six 
weeks later the goat also became blind. It was intended 
to bring the animal to Port Douglas for inspection, but 
the goat was unfortunately seriously injured by a kick 
from a horse and had to be destroyed. 


In a communication from Mr. C. T. White, Queensland 
Government Botanist, I am informed that Dr. E. O. Marks 
stated that in November, 1902, a case was reported at the 
Cairns Hospital by Dr. Knowles, and in 1903 other cases 
were reported at Port Douglas and Innisfail. Mr. White 
also said that he thought the matter was largely brought 
to notice by Mr. Henry Tryon (whose death was recently 
announced) in a private compilation, but unfortunately 
this private compilation is not available. Efforts to trace 
these earlier victims have been so far unsuccessful. 


G.W.C.E., aged forty-two years, a male subject, when 
living at Mundoora, near Innisfail, for some years used to 
partake daily of finger cherries when the fruit was in 
season. At the age of eight and a half years—he now 
remembers the circumstances particularly clearly—he used 
to climb the small trees, about eight or ten feet high, to 
reach the over-ripe fruit, and to gorge himself upon them, 
at the same time throwing half-ripe or less ripe fruit down 
to younger children, none of whom became afflicted. One 
sister and one brother, twins, were fifteen months younger, 
and another sister two and a half years younger than 
himself. 

The first night after taking the over-ripe fruit he felt 
ill, and vomited them. Next morning he felt well again, 
and was threatened by his father with dire penalties if he 
consumed any more. Disregarding the ban, he repeated the 
performance next day, partaking of another sumptuous 
repast of over-ripe fruit, which he states were very soft, 
“very nice to eat”, some having twin stones and some single; 
but as far as he can recollect, none appeared to have any 
fungus on them. This time, although he felt ill that evening, 
he did not vomit. Next morning he got up feeling well, and 
whilst eating breakfast at 8.30 a.m. he suddenly went quite 
blind in the presence of the whole family; he could see 
absolutely nothing—it was “just like a streak of lightning”. 
He was attended at 11 a.m. by a doctor (the patient is 
uncertain whether Dr. Levy or Dr. Ulm) and remained in 
Innisfail Hospital for nine weeks. Three years later he 
proceeded to England and for four years attended as an 
out-patient at Adamsbrook Hospital, Cambridge; but he 
returned to Cairns seven years later. 

When he left England he had very slight vision in his 
left eye, but could see nothing with his right eye, although 
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the vision of the latter improved very slightly after three 
weeks on the voyage out; but it has not improved since. At 
present he is unable to count fingers with either eye. 


Dr. E. O. Marks gives the following notes concerning an 
inmate of the Institute for the Blind, Brisbane: 


Miss D., now aged fifty-five years, says that she went blind 
at the age of four years; her sister went blind at the same 
time. Plainly the patient could not with certainty remember 
anything at that age. She has optic atrophy. Both nerves 
are very pale. The left eye is quite blind, but the patient 
says she has some perception of light in the right eye; she 
complained that the ophthalmoscope light caused pain. 


Dr. Marks has likewise examined a sister of the above 
patient. 


Mrs. B., now aged fifty-seven years, went blind at the 
age of five and a half years, and gives a good account of 
her going blind. She says that she remembers it; but 
memory at fifty-seven years of events occurring at the 


| age of five and a half years must be a case of “remembering 


having remembered”. She was a Clohesy (thirty miles west 
of Cairns) on October 18, 1892, and had been eating finger 
cherries—she had done it before probably. She went to 
bed quite well; the last thing she remembers was seeing 
the moon through the cracks in the slabs of the walls. 
When she awoke, she felt quite well, but was quite blind— 
she could not see her hand or the light. Examination of the 
eyes on July 2, 1944, reveals complete optic atrophy.; the 
iris is very white and the vessels are small. Examination 
was rather difficult, owing to the unsteady movements of 
the eyes. 

Public opinion must have been considerably stirred by 
the succession of victims, and the Department of Educa- 
tion, about the year 1915, caused full-sized coloured plates 
of the plant showing the flowers, leaves, fruit et cetera to 
be hung in all schools throughout north Queensland, with 
the following comment for the children to read: 


To the Children. 


The Honourable the Minister for Education has given 
instructions that this picture should be printed and 
hung in the school, that you may know what the plant 
called Finger Cherry or Native Loquat looks like. The 
fruit of this plant may cause total blindness should you 
eat it or handle it and then rub your eyes. Because 
many children have eaten the fruit and have not gone 
blind is no reason for taking this terrible risk; it is 
only when the fruit is in a certain condition that it will 
cause you to become blind. You would not know in just 
what state the fruit was, and so you might be like one 
of those unfortunate children in the Blind Institute in 
Brisbane who lost their sight through eating Finger 
Cherry fruit. 

Think of it, children! Never to see the sunlight again, 
the trees, the flowers, the faces of your companions 
and your loved ones. You would sit hour after hour in 
your home, unable to read or to write, unable to romp 
and to play games, always, always about you the dark 
blackness of eternal night. 

Here is a story which will prove how very true is all 
that has been read to you: 

“A little girl ate Finger Cherry fruit one day. All 
that day she was quite well, she went to school, she 
played with her companions, and was as happy as 2 
healthy care-free child could be. That night she went 
to bed still quite well and strong. Soon she fell asleep 
and her parents heard no more sound from her room. 
Next morning she was not about early as was her 
custom. Her mother went to her room and called her: 
‘My dear’, said the mother, ‘why are you not up? You 
will be late for school.’ The little girl replied: ‘Mother, 
it is too early to get up yet, it is quite dark; will you 
please light the lamp!’ Then the mother realised that 
her little daughter was totally blind. Bright sunlight 
streamed into the room, the child’s eyes were wide 
open and apparently as healthy as usual, but never 
again would the wonders of that light fill her with 
happiness and joy. She would grow to young woman- 
hood, to middle age, she must pass to the evening of 
life till the dark angel of death called her. Never again, 
even though she lived to be a hundred years old, will 
her sight return.” 

Some of those children who have gone blind in this 
way are now in the Blind Institute in Brisbane, far from 
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their parents, their brothers and sisters, cut off from the 
happy companions of childhood, with days and weeks 
and years in which to sit quietly in the warmth of the 
blessed sun which their eyes shall never see again. 

A great Sage once wrote: “Truly the light is good, 
and a pleasant thing it is for the eyes to behold the 
sun.” Those words were written thousands of years 
ago—they are as true today as then. Next to life, it is 
our most cherished possession, so guard it well. 
Wherever you know of a Finger Cherry tree growing, 
tell your parents and ask them to have it destroyed. 
Never eat or handle or have anything to do with Finger 
Cherries, lest you become like one of the children of 
whom we have just read. 


The story reads rather like a fairy tale fit only for 


children; but actual investigation shows that it is not far 
from the truth, as further victims testify. Today, every 
adult in North Queensland is fully aware of the existence 
of the plant and of its evil reputation, and whereas in 
former years it was commonly eaten by all inhabitants, 
white and aboriginal alike, it is now never mentioned or 
seen without being pointed out as a fruit especially to be 
avoided. Probably this propaganda in school has prevented 
many further cases of blindness. The evil reputation of 
this plant has reached abroad, for in June, 1936, Dr. J. 
Ringland Anderson received inquiries from Russia “con- 
cerning its toxic effect on the eyes”, while more recently 
a request has come from Cuba for specimens for experi- 
mental purposes. 

From Mr. Sydney J. Ward, of the Monamona Mission 
Station, has come a report dated April 18, 1941, concerning 
E.D., an aboriginal boy, who in 1927 became blind at the 
age of nine years. The boy “thinks that his blindness may 
have been caused by the sap of the fruit, as he picked the 
cherries green and hid them, later eating (the forbidden) 
half-ripe fruit”. He was attended by the late Dr. P. S. 
Clarke at Cairns, and was interviewed seven years later 
by Dr. E. O. Marks, of Brisbane. No other notes are 
available. Dr. Marks saw this patient in 1934 or there- 
abouts and reports atrophy of both optic nerves. 


The most recent cases are as follows. 


M., a female aboriginal, and an intelligent inmate of 
Yarrabah Mission Station, at the age of eight years 
(towards the end: of 1929) ate a great many “cherries” 
direct from the tree. The older girls had eaten the ripest, 
leaving only the half-ripe and immature fruit. This was 
the first occasion on which the patient had tasted them. 
The older children were not afflicted in any way. For two 
weeks afterwards she was able to see well; but then a 
“boil” appeared on the inner canthus of her right eye. One 
Saturday she was not able to see well, but next day every- 


thing appeared black, and she could see nothing at all. For 


a whole year she had to be led around; but her condition 
slowly improved, vision being slightly better in the right eye 
than in the left eye. She is now able to see her way round 
and can count fingers, although she was unable to recognize 
an object such as a shoe.” She had been attended by the late 
Dr. P. S. Clarke. 

Recently (December, 1943) she was examined by Captain 
M. C. English, of the United States Medical Corps. Captain 
English found that both eyes were atrophied, that the pupils 
reacted sluggishly to light and did not dilate fully, and that 
the media were all clear. In the left eye haziness around 
the disk was seen, suggestive of long-standing proliferative 
retinitis. Examination of the fundi revealed very small 
vessels; the macula was normal. 
was present. Examination of the right eye showed that the 
macula was normal and the disk sharp; very small vessels 
were seen in the fundi. 

Another aboriginal girl, S., aged twenty-five years (born 
February, 1918), of the Yarrabah Mission Station, ate some 
finger cherries near the mission beach, picking them from 
the bushes; but she does not remember whether any were 
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Convergent strabismus | 


gathered from the ground. She had eaten them every day, | 


but always on the same day that they were picked. The 
fruit was ripe, but not over-ripe. She says that her blindness 
took place the day before that of the preceding patient, 
although she did not accompany the other girl. (This is 
denied by the other, M., a brighter girl, who states that S. 
accompanied her, and that both had to eat unripe fruit as 
other children had picked all the mature cherries.) Although 


S.’s eyesight had previously been good, one morning she | 
was unable to see anything, and she cried a great deal. Her | 


right eye had apparently recovered in three days, but she 


was unable to see with the left. She was able to attend 
school. 

Captain M. C. England, together with Captain D. Reed, 
also of the United States Medical Corps, examined this sub- 
ject. They found that the left pupil was dilated and reacted 
only slightly to light; the appearances were typical of optic 
atrophy. The left disk was white and optic atrophy and 
lamina cribrosa were obvious. The macula was normal, and 
the retina was paler than that of the right eye, fewer 
branches of the retinal artery being seen. No evidence of 
hemorrhage or chorioiditis was found. The right eye was 
normal. 

Dr. E. O. Marks, on June 11, 1943, wrote as follows: 

I asked Dr. J. Lockhart Gibson, as being the oldest 
eye specialist here, and for so many years ophthal- 
mologist to the Children’s Hospital, where I followed 
him about 22 years ago. He told me he had never seen 
a case which he could definitely prove to be due to 
eating finger cherry. I have seen one case of optic 
atrophy, not of recent origin, which was attributed to 
the finger cherry, but as far as I remember now the 
evidence was not convincing, let alone conclusive. My 
impression from Dr. Gibson was that he is very sceptic 
as to the finger cherry causing optic atrophy. 

Nevertheless, the following are the facts: 

1. A considerable number of victims suddenly lost their 
sight after eating finger cherries. 

2. The victims all came from North Queensland, from 
an area where this plant is endemic. 

3. No similar cases are reported from any other area. 

4. In one instance the fruit fed to a goat caused blindness 
in this animal. In another a heifer calf which browsed on 
the leaves also became blind. 

5. No other agent is known to produce similar symptoms 
in children. 

6. Since the wide publicity given to the subject in about 
1915 throughout the North Queensland schools, no further 
victims have been reported during the past fifteen years, 
presumably because children and others have ceased to 
eat this dangerous fruit. 


Conclusion. 

That the ripe fruit itself may not be so harmful is 
suggested by the fact that very few victims were afflicted 
in the earlier days, despite the common practice at the 
time of eating it. Either the under-ripe or over-ripe fruit, 
or more likely the fungus which infests it, namely, the 
Gloeosporium periculosum, is the cause. 

It should be noted that the stage of maturity of the 
fruit eaten by different victims appears to vary 
considerably. 

The matter is certainly deserving of further investiga- 
tion, and it is hoped that this will be carried out in Cairns 
during the next year or two. 
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PAIN IN THE FOREARM AND HAND DUE TO 
MUSCULAR LESIONS. 





By Micuaet KELLy, 


Captain, Australian Army Medical Corps, 
Western Australia. 





Tue study of pain has gained new interest since the 
establishment of two principles: (i) the majority of 
obscure pains are muscular in origin; (ii) pain from a 
muscular lesion may radiate widely. To these may be 
added a third principle, nearly equal in importance: (iii) 
secondary tenderness may occur in the region to which 
the pain radiates. These principles apply to pain felt in 
almost any region of the body, and the upper extremity is 
no exception. 

It has recently been shown (Kelly, 1942) that the syn- 
drome known as “brachial neuritis” can be divided into 
two types: (i) those in which pain radiates down the 
length of the arm from a lesion in the lower nuchal 
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region; (ii) those in which a lesion in the shoulder girdle 
coexists with a lesion in the muscles of the forearm. The 
purpose of the present essay is to deal with the effects of 
chronic lesions in the forearm. 


“Tennis Elbow.” 


Pain in the forearm may be felt on movement, or it 
may be more or less constant. When it is felt on move- 
ment, it probably will be called “tennis elbow”. In this 
condition the pain is felt near the elbow and shoots down 
the forearm on certain movements of the wrist or rotation 
of the forearm. Acute tenderness is found at the external 
epicondyle or in the tendon immediately below it, and the 
condition has been variously described as bursitis (Jones, 
1920), periostitis (Maclure, 1934) or arthritis of the radio- 
humeral joint. Manipulation has been held to effect a 
cure (Cyriax, 1936), and deep massage has had a vogue. 
Higgs (1938) recommends operation in persistent cases, 
to detach the tendon from its origin. 

In the first few cases in which I gave treatment by local 
injection, the tender spot in the tendon was infiltrated. 
Though the disability was abolished for a few minutes, 
it returned with added intensity; great swelling occurred 
in one case, which took a week to settle down. Later I 
found that a more diligent examination often revealed 
localized tenderness in adjacent muscles. The commonest 
site is at or near the musculo-tendinous junction about 
three inches below the condyle; this region is tender to 
pressure in the normal subject (the “extensor spot’). In 
one case the lesion was found above the joint line, in the 
fibres of origin of the supinator longus (Case I). 

Kellgren (1938) was the first to record the cure of 
“tennis elbow” by infiltrating a muscular lesion in the 
extensors. Though I have found it effective in only 50% 
of cases, there is always the likelihood of a clear-cut cure 
by a single intramuscular injection. As in fibrositis else- 
where, the syndrome may be traumatic or rheumatic in 
origin. In Case I it occurred as part of a generalized 
fibrositic attack. 

Case I.—Mrs. M.B., who had suffered from various 
rheumatic disorders for six years, complained in May, 1940, 
of pain radiating from the middle of the left humerus to 
the back of the hand. The pain, of six weeks’ duration, was 
of varying intensity, and was at its worst when the smaller 
movements of the wrist were carried out. The dorsum of 
the hand was tender at times, and sometimes swelled. 
Examination revealed cutaneous hyperalgesia of the dorsum 
of the hand, and diffuse deep tenderness surrounding the 
outer side of the elbow and of the upper end of the forearm. 
An acutely tender lesion was found in the upper end of 
the supinator longus muscle, two inches above the elbow 
joint. Infiltration immediately abolished all pain, and the 
cure was permanent (Figure I). 

Case II.—Mrs. W.T., on September 5, 1940, complained of 
pain in the left elbow, of six weeks’ duration. It was felt 
on flexion of the elbow, only when the forearm was pronated. 
Movements involving dorsiflexion of the wrist were painful. 
On examination, the external epicondyle and extensor tendon 
were acutely tender. In addition, a spot of localized tender- 
ness was found in the extensor mass, one inch below the 
joint line. Injection of a local anesthetic agent abolished 
all pain. A month later it had not returned. 

Case III.—J.E.H., on June 28, 1940, complained of severe 
pain of four weeks’ duration, radiating over the lower third 
of the humerus and the upper half of the forearm. It was 
not felt on flexion of the elbow, but on pronation of the 
forearm and on dorsiflexion of the wrist. There was no 
history of trauma. Diffuse tenderness was encountered over 
a wide area surrounding the outer aspect of the elbow, and 
acute tenderness over the external epicondyle. A tender 
spot was found also in the muscles in front of the head of 
the radius. Treatment caused the pain to disappear. On 
July 21, 1940, it had not returned, though the epicondyle 
remained tender. 


Neuraigic Pains and Neuritis. 

In many cases of neuralgia and neuritis the pain in the 
forearm is not made worse by movement, though it is 
accompanied by weakness. of the grip and by painful 
cramps in the fingers. Numbness and tingling in the 
fingers are not uncommon, and the pain itself may be 
localized in the fingers. Severe aching or cramps in the 





hands may wake the patient (usually a middle-aged 
woman) in the early hours of the morning. The pain may 
be accompanied by swelling of the dorsum of the hand. 
Sensory change may occur, or subjective sensations of 
numbness or tingling; examination may reveal patches 
of cutaneous hyperalgesia or anesthesia. Deep tenderness 
may be widespread. 

Symptoms of this type may arise immediately after an 
injury, or they may come after an interval. A mild septic 
infection of a finger may be followed by a constant 
neuralgic pain; this may develop only after a latent period 
of months or even years. In the worst cases the pain 
may spread up the arm to the shoulder and even to the 
opposite arm, and it may be accompanied by wasting of 
muscles, decalcification of bone and widespread trophic 
changes. This type of case is described by Leriche (1932) 
as “post-traumatic spreading neuralgia”, and by Taylor 
(1938) as “ascending neuritis”. Such cases as these crop 
up in practice from time to time. In their inability to 
explain the persistence of the pain, many neurologists are 
content to say that the pain is hysterical in origin and to 
label these conditions ‘“psychalgias’” (Harris, 1937; 
Critchley, 1938; Halliday, 1941). The diagnosis of hysteria 
is held to be confirmed by the presence of patches of 
anesthesia which cannot be explained upon anatomical 
grounds. In practice an “extensor lesion” is found in the 
majority of these cases, and a single injection often will 
produce a permanent cure. 

The syndrome here described comprises what has been 
known in the past as neuritis. When the pain is felt along 
the inner side of the forearm and in the little finger, a 
picture typical of ulnar neuritis may arise. In these cases 
lesions may be found on the inner side of the elbow in 
relation to the flexor mass. Though some good results 
have been obtained, I have found this condition less 
amenable to cure than the extensor lesion (which is much 
more common). 

Case IV.—Mrs. M.S. had suffered from pain and cramps in 
both hands for six years. The left hand was much worse 
than the right. She was awakened in the early hours of 
the morning, the hands swelled and the fingers were often 
stiff. Cramps occurred on writing or on trying to grip any 
object. The pain was most severe in the left thumb; it 
shot from the base to the tip. 
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Ficure I. Ficure II. 
Case I: A = site of lesion; Case IV: A = first lesion 
shading = area of deep at common extensor spot; 
tenderness; stippling = area B = second lesion; C = third 
of cutaneous hyperalgesia. lesion; horizontal shading 


= site of pain from lesion at 
A; oblique shading = site of 
pain from lesion at B. 


Pain was felt from the elbow 
to the wrist = the outer 
side. 


On examination, I found the thenar eminence to be tender 
to pressure. Not having grasped fully the significance of 
the “extensor lesion”, I gave her several injections into the 
thenar eminence between September 16 and October 15, 1940. 
From October 15 to November 5, 1940, the left thumb was 
immobilized in plaster. On November 7, however, the pain 
in both hands was as severe as ever, and I discovered a 
tender spot in the extensor muscles in front of the neck of 
the radius (Figure II). The result of injection was 
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dramatic; she was free from pain in both hands for ten 
days. On November 18, 1940, however, the pain returned, 
entirely altered in character and distribution. It was located 
on the dorsum of the left hand, and rotation of the forearm 
was painful. A new lesion was discovered in the extensor 
digitorum communis, about two inches below and dorsal to 
the previous one. Infiltration was so effective that no pain 
occurred in either hand until December 20, 1940. The right 
hand, she said, always improved if the left hand did so. 
(Symmetrical spread of pain in this fashion has been 
encountered in other cases.) 

On January 10, 1941, the patient had had some numbness 
and swelling of both hands for three weeks, with a mild 
aching around the second left metacarpo-phalangea!l joint. 
A new lesion was discovered lying deeply on the dorsal 
surface of the left forearm; it was injected. When she was 
last examined on July 23, 1941, no more pain or swelling 
had occurred; her hands ached sometimes if she overworked 
them. 

Case V.—Mrs. A.I.P., aged fifty-seven years, had a systolic 
blood pressure of 250 millimetres of mercury, and complained 
at intervals of pain in the left side of the chest. On March 2, 
1940, she complained of a constant neuralgic pain in the 
left wrist, of three weeks’ duration. A tender spot was 
found in the extensor mass three inches above the middle 
of the radius (Figure III). Infiltration permanently relieved 
the pain. 











Figure IV. 


Ficure III. 
Case V: A = muscular 


$ Case IX: A = site of lesion 
lesion; horizontal shading = 


in muscle (extensor spot) ; 


painful area. Case VII: B =. site of fracture; 
B = muscular lesion (ex- horizontal shading = area in 
tensor spot); oblique shad- which pain was felt. (Area 

ing = painful area. of tenderness was 


deep 
slightly less.) 
Case VI.—Mrs. L.B., aged thirty-two years, on April 4, 


1941, said that she had had a small septic wound of the tip 
of her left thumb a year previously. This had been followed 


by a pustular rash on both hands, which lasted for a long | 


time. The thumb had never healed; it ached at night and 
shooting pains were felt in it during the day; it was growing 
worse. 

On examination, the whole thumb was found to be tender. 
A trophic disorder was present in the skin of the distal 
third of the thumb, which was thickened and cracked. The 
extc sor spot was tender to pressure. Six days later she 
returned to say that the spot near the elbow had ached 
continuously since the examination. It was infiltrated with 
a local anesthetic agent. On July 16 she said that the pain 
had ceased immediately after the injection, that the thumb 
had healed within a few days, and that the disorder had 
not returned. 

Case VII.—D.G., aged sixty-four years, on April 8, 1941, 
complained of neuritis in the left hand. Pain was felt in 
the middle and ring fingers, which were stiff, and cramps 
prevented him from milking his cows. The trouble had 
bothered him for years, and a year previously he had spent 
a week in hospital with a painful swelling of the hand. On 
other occasions he had suffered from swelling of the left 
knee. 

Little abnormality was found on examination of the 
fingers: but a tender spot was found in the extensors three 
inches below the elbow. This was infiltrated (Figure III). 
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On August 23 he reported that the pain had almost com- 
pletely disappeared after the injection; previously it used 
to wake him frequently at night. He had been milking his 
cows ever since, and had suffered from no more cramps. 


Case VIII.—Mrs. S.E.K., aged thirty-eight years, on March 
8, 1940, complained of widespread rheumatic pains of several 
weeks’ duration, which had settled finally in the right wrist 
and the right thigh. She complained of cramps in the 
thigh and of a constant pain in the wrist and base of the 
thumb. 

On examination, tenderness was present around the base 
of the thumb and on the dorsum of the second metacarpo- 
phalangeal joint. A tender spot was found in the extensor 
mass two inches below the elbow. Infiltration was followed 
by immediate and permanent relief. The pains in the thigh 
were relieved at the same time by infiltration of fibrositic 
lesions in the biceps femoris and the vastus externus. 


Case IX.—Private R. was wounded in Syria on August 3, 
1941. A comminuted fracture of the lower third of the left 
humerus resulted, which was slow to unite. In April, 1942, 
the callus was commencing to consolidate. He complained 
of a constant pain at the site of the fracture, spreading up 
to the shoulder, so that he could not abduct the humerus 
beyond 15°. On April 15, 1942, tender spots were found in 
the trapezius muscle, and treatment restored mobility to 
the shoulder. On April 23 there was little disability in the 
shoulder, but he still complained of pain at the site of the 
fracture, extending downwards on the outer side almost to 
the middle of the forearm. The site of the fracture was 
tender, and diffuse tenderness extended downwards into the 
forearm. A tender “extensor spot’ was detected; infiltration 
immediately abolished the widespread tenderness, including 
that of the callus (Figure IV). On June 13, 1942, he said 
that he had had no more pain. The fracture had united. 


Case X.—Sergeant J.A.H. was examined on July 15, 1942. 
On April 8, 1942, he had sustained a fracture of the lower 
end of the radius, which was 
put in a plaster cast. On 
May 25 the plaster cast was 
removed, satisfactory union 
having taken place. Since 
then the wrist had remained 
stiff, with a tendency to swell. 
He complained mainly of 
aching at night, and of a pain 
shooting along the dorsum of 
the forearm. 

On examination, atrophic 
change was obvious in the 
skin of the dorsum of the 
lower third of the forearm; 
this area was hyperesthetic. 
An elongated tender area was 
found in the extensor digitorum 
communis three inches below 
the elbow joint. This was 
infiltrated. When the patient 
returned five days later he had 
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Ficure V. 
" oe . had no more pain and no more 
—- oso eee swelling or stiffness of the 
zontal shading = painful wrist. The tenderness of the 


area; oblique shading = area 
of cutaneous —Qommyee 
and trophic change. Case XII: 
C = lesion; stippling = deep 
tenderness ; longitudinal band 
of oblique shading = cutaneous 
hyperalgesia. (Pain was 
felt from the elbow to the 
tips of the fourth and fifth 


lesion had disappeared, but 
there was no alteration in 
the cutaneous hyperalgesia 
(Figure V). 

Case XI.—Seaman L., of the 
United States Navy, had 
suffered a _ slight crushing 
injury to the left hand in 


fingers on the inner side of 


the forearm.) February, 1942. Since then it 


had been painful, with an ache 
going up the inner side of the forearm. When I examined 
him on June 30, 1942, he complained that it was growing 
worse, especially when he did heavy work. 

On examination, diminished sensitivity to pinprick was 
found over the lower third of the forearm on its ulnar side, 
over the inner side of the hand, anteriorly and posteriorly, 
and over the front of the little finger. Touch sensation was 
disordered over this area, a “tingly” sensation being 
experienced on stroking. A point of deep tenderness was 
detected between the bases of the fourth and fifth meta- 
carpals. The musculo-tendinous junction below the common 
flexor origin was excessively tender to deep pressure. This 
spot was infiltrated with local anesthetic agent. The result 
of the single injection was doubtful. 


Cases X and XI are not regarded as examples of cure 
by local angwsthesia, but rather of the spread of pain and 
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dysesthesia from injuries to the hand. In the army the 
problem of follow-up in such cases is well nigh insoluble. 

Case XII.—P.B.W., on February 19, 1940, presented a 
typical picture of post-herpetic ulnar neuritis. Ever since 
an attack of “shingles” of the right arm some five months 
before, he had suffered from a constant aching along the 
inner side ef the forearm, from above the elbow to the tips 
of the fourth and fifth fingers. The skin of this area was 
very sensitive. The back of the hand swelled intermittently. 
The middle and ring fingers felt stiff, and he suffered from 
cramps on grasping anything; thus he was unable to work 
at his trade of blacksmith. 

On examination, I detected a band of cutaneous hyper- 
algesia along the ulnar side from the elbow to the wrist. 
Diffuse, deep tenderness was present around the inner aspect 
of the elbow. A tender nodule, like an enlarged epitrochlear 
gland, was found above the internal condyle; pressure on it 
caused pain to shoot to the finger-tips. This nodule was 
infiltrated on three occasions, with a decrease in the symp- 
toms each time. On March 1, 1940, the nodule was hardly 
palpable; no pain, deep tenderness or hyperesthesia was 
present, but the patient still had slight cramps in his fingers. 
On May 15 he wrote stating that he had had no more pain, 
and only a slight cramp now and then. He was quite able 
to carry on at his job (Figure V). 


Discussion. 

In all, 56 cases of pain in the forearm have been 
investigated. Local anesthesia was not used in 12 for 
various reasons, and in 31 excellent results were obtained. 
Pain in the forearm, with tingling and numbness of the 
fingers, is especially common in pregnancy. I found, how- 
ever, a tendency to recurrence after injection of the 
“extensor spot”, and did not pursue that method of treat- 
ment after the first few cases. Pain of an acute type was 
common as a sequel of rubella some two years ago. This, 
however, rarely persisted for more than a few days. In 
one case, in which it persisted for two weeks, an injection 
was followed by relief. In one case pain accompanied by 
sensory disorder occurred as part of a generalized attack 
of fibrositis, following injections of “T.A.B.” vaccine and 
tetanus toxoid. Two cases occurred in soldiers as sequele 
of cerebro-spinal meningitis; one of the men was com- 
pletely relieved by injection of a muscular lesion. 


What is “Interstitial Neuritis’’? 

Many of the patients presented text-book pictures of 
interstitial neuritis. In the past it has been fashionable to 
postulate a toxic or infective lesion of a nerve, because of the 
resemblance which the clinical findings in such cases bear 
to actual traumatic lesions of nerve trunks. Many writers, 
however, are commencing to doubt this hypothesis, for, they 
say, the whole syndrome can be explained on the basis of a 
muscular lesion (Purdon Martin, 1942; Kellgren, 1941; 
Good, 1941, 1942; Stockman, 1940; Buckley, 1940; Codman, 
1934: Harman, 1940; Hutchison, 1942; Moynahan and 
Nicholson, 1942). 

It is nearly forty years since Gowers (1904) stated that 
brachial neuritis was often due solely to a muscular lesion. 

Kellgren (1938) produced muscular lesions by injecting 
hypertonic saline solution. He found that cutaneous 
hyperalgesia was an occasional reflex effect, and that 
muscular lesions in the forearm and shoulder girdle often 
caused numbness and tingling of the fingers. 

Good (1942) defines “traumatic myalgia” as a muscular 
disorder due to injury, the leading symptom of which is 
pain associated with more or less disturbance of function, 
such as loss of movement or power, or numbness and 
paresthesia. It is characterized, he holds, by “myalgic 
spots”, which do not coincide with the area in which the 
pain is felt, and which are identical in situation in all 
cases of myalgia, whatever their origin. He reports cases 
similar to mine, in which myalgic lesions in the region 
of the elbow joint followed injuries to the fingers or hands. 
Good regards these cases as of non-articular rheumatism 
brought on by injury. 

I have previously pointed out (Kelly, 1941) that the 
established fibrositic syndrome differs little, whether the 
lesion is traumatic or rheumatic in origin. The upper 
extremity is no exception, and the cases reported prove 
that the final .picture does not differ in essential detail, 
no matter what the original cause. 
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The Mechanism of the Spread of Pain. 


The study of these cases reveals the existence of a 
mechanism by which damage to the tissues (whether 
traumatic, infective or rheumatic) tends to set up a spread 
of pain upon a remarkably regular pattern. The exact 
nature of the mechanism can only be guessed at; there js 
little doubt, however, that nervous reflexes are instrv- 
mental in the formation of the muscular lesion, even as 
they are instrumental in the production of the effects of 
the lesion once established. These effects are: pain (often 
radiating to the site of the injury), referred deep tender- 
ness, muscular wasting and stiffness, cutaneous sensory 
disorders, and trophic disturbances. 


The subject of pain reflexes is a vast one, the surface 
of which has only been scratched; I have little doubt that 
= advances will yet be made by researches in this 

eld. 


Summary. 


1. Intractable pain in the upper extremity is due in the 
majority of cases to a muscular lesion situated in the 
region of the elbow joint, and it may be cured by local 
anesthesia. 

2. The pain may be felt chiefly on movement (“tennis 
elbow”), or it may be more constant, with sensory dis- 
orders and trophic disturbances. In the latter event the 
picture of neuritis is seen. 


3. The pain spreads by a mechanism which presents a 
remarkably constant pattern, no matter what the original 
cause. It is suggested that pain reflexes are instrumental 
both in the formation of the lesion and in the production 
of its effects. 
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Reports of Cases. 





DECIDUA TUBEROSA PAPULOSA. 





By H. F. BETTINGER anp D. F. Lawson, 
The Women’s Hospital, Melbourne. 





In 1861 R. Virchow™ described, under the heading “a 
peculiar, possibly syphilitic lesion of the decidua”, a specimen 
which had been submitted to him for examination. It con- 
sisted of a cast of the uterine cavity, expelled at abortion 
after two or three months’ pregnancy. The fetus had been 
lost, but apart from that the cast was complete, its shape 
truly reproducing the configuration of the uterine cavity. 
The placental site was thicker than usual, but the most 
striking changes had occurred in the decidua vera. This 
was generally thickened and covered all over with short 
tuberous projections of broad-based papule or polypi. The 
histological examination revealed no abnormality in the 
structure of the decidua, except perhaps for rather wide- 
spread inflammatory infiltrations. This led Virchow to 
designate the condition as endometritis tuberosa papulosa, 
not polyposa, as frequently misquoted; but the latter term 
has been generally adopted in the later publications. Virchow 
discussed the question whether the lesion might be of 
syphilitic origin, as the patient gave a somewhat suggestive 
history, but he failed to arrive at a definite conclusion. 


During the next decades the condition was described 
fairly frequently, mostly in German journals, which are not 
available to us. A good review of the literature was, how- 
ever, given by W. E. Richter™ in 1939. Two problems arise 
from a perusal of this.review; first, it is astonishing that 
the number of papers dealing with this condition published 
before 1900 is at least three times greater than that since 
this date. Especially since the first world war, only few 
eases have been reported. This state of affairs is reflected 
in current text-books; Williams, in his “Obstetrics’’, repro- 
duces a picture from a paper of 1896, and states that he 
has never met with the condition. F. A. Schurmann, writing 
in Curtis’s “Obstetrics and Gynecology”, also states that he 
has never seen such a case. The same statement is made 
by R. T. Frank in his “Gynecological and Obstetrical 
Pathology”; E. Novak, in his book of the same title does not 
mention the condition at all; only DeLee’s “Obstetrics” con- 
tains a fairly good description, apparently, however, also 
based on rather old publications. In complete contrast to 
the statement by practically all the authors, that the con- 
dition is rare on the whole, that no individual writer has 
seen more than a very few cases, stand the publications by 
Frank and Arthur Nyulasy (1909, 1918).°® They claim 
that more than 100 such casés have come under observation 
in Frank Nyulasy’s private practice. 


The second problem is that of the etiology of the con- 
dition. In all the older publications syphilis is more or less 
suspected to be the common cause, and although in later 
reports this point is not much stressed, most of the writers 
have no doubt about the inflammatory nature of the lesions. 
Only recently have hormonal disturbances been thought to 
be the causative agents. 


A case which recently came under our observation gave 
the opportunity to examine whether an answer can be 
given to one or other of the questions raised in the literature. 


Clinical Record. 


Mrs. D., aged thirty-nine years, was seen in consultation 
with Dr. W. H. Rennick on July 1, 1943. She had three 
children, aged eleven, nine and six years respectively. The 
first labour was long and difficult, and since that time she 
had suffered from a gradually increasing prolapse. When 
she was examined complete procidentia was found, with 
some ulceration around the external os of the cervix. The 
menstrual history was that the menarche had been at the 
age of fourteen years and that the menstrual cycle had been 
of the twenty-one day type, the flow lasting four days. 
About two months prior to the first consultation the onset of 
the flow was delayed for five to seven days, and then for one 
month almost continuous but not excessive hemorrhage had 
occurred. For the five weeks before operation there had been 
no uterine hemorrhage whatsoever. 

Operation was performed on July 7 under general anes- 
thesia, and it was apparent that the uterus was considerably 
enlarged; an intramural fibroid tumour was suspected. In 
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addition a right ovarian cyst was discerned. Vaginal 
hysterectomy was performed, and when the uterus was 
removed it was possible to draw the ovarian cyst, which 
was the size of a large orange, into the wound and remove 
it also. The left ovary was appreciably enlarged by what 
appeared to be a simple cyst. This was punctured and 
clear fluid escaped. 

Procedures to repair the prolapse and perineorrhaphy com- 
pleted the operation. Convalescence was uneventful. 


Pathological Examination. 


The ovarian cyst was the size of a large orange; it was 
thin-walled and contained sebaceous material and hair. The 
inner surface was‘smooth. Microscopic examination revealed 
the typical features of a cystic teratoma (so-called dermoid 
cyst). Remnants of ovarian tissue were encountered in a 
slightly thickened part of the wall, but their examination 
yielded no significant findings. The uterus was enlarged, the 
cervix was elongated, the portio vaginalis was hypertrophic. 
The corpus uteri had a thick muscular wall; the cavity was 
wide and completely filled with polypoid proliferations of 
the mucosa. Many of them were short and plump, others 
long, slender and tongue-shaped, some were cystic (Figure I). 
Nowhere was the mucosa of usual thickness, not even 
in the spaces between the proliferations. The borderline 
against the muscular wall seemed to be well defined. 





Ficure I. 


On microscopic examination, the usual picture was seen 
of decidua compacta structures prevailing over those of 
decidua spongiosa. The borderline against the muscular 
tissue was quite sharp; there was no extension of mucosa 
into the spaces between muscle bundles. Chorionic villi 
were absent; there were, however, a few chorionic wandering 
cells scattered through the stroma. Slight regressive changes 
could be observed in a number of vessels. Inflammatory 
infiltrations were present, but not to any great degree. A 
tendency towards liquefaction of the stroma was here and 
there noticeable; in a few areas it had led to the formation 
of small cysts. No necrosis or hemorrhage was observed. 


Discussion. 


A first point of interest arises from the circumstances in 
which the present specimen was obtained. The reports in 
the literature are largely based on specimens which had been 
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expelled at abortion. In a smaller number of cases, the 
condition was accidentally discovered at exploration of the 
uterine cavity after abortion or delivery at term, or at 
autopsy following some fatal obstetrical complication. A few 
specimens are described which were obtained by removal of 
the uterus for an unrelated condition (myoma, carcinoma), 
but in all these cases the operation was performed in full 
realization of the coexisting pregnancy. In no case had 
any appreciable time between the termination of 
pregnancy and the discovery of the condition. In our case, 
however, nothing was known about a pregnancy. The 
history, moreover, clearly indicates that an abortion must 
have taken place at least five weeks before operation—prob- 
ably nine weeks before operation, when, after a delay of 
seven days, vaginal hemorrhage commenced and continued 
for about a month. It is noteworthy that even after such 
a long time the decidua showed hardly any signs of 
degeneration. We are not aware of any report recording 
such a fact, in either a normal or a pathological decidua, 
and one is tempted to speculate about what would have 
happened if no operation had been performed at this 
juncture. 

A second point of interest arises from the discrepancy 
between the number of cases recorded in the past and those 
recorded in more recent years. Even if one disregards the 
exceptional reports by Frank and Arthur Nyulsasy (it seems 
justifiable to do this, because a perusal of their original 
articles strongly suggests that a large number of their cases 
should have been classified differently), the discrepancy 
remains. However, in more recent years it has become the 
practice to curette the uterine cavity whenever there is the 
slightest suggestion that it has not been completely emptied 
at abortion or delivery. Even if the decidua had on certain 
occasions the tendency to survive termination of pregnancy 
and to proliferate, it would only seldom have the chance to 
do so. This may well explain the small number of cases 
observed in recent years. 

The question of the etiology remains to be discussed. It 
has already been mentioned that syphilis was first suspected 
of being the causative agent. This idea was abandoned after 
several cases had been reported in which blood tests produced 
negative results. Non-specific inflammation was then held 
to be responsible, but soon the attention was directed to 
hormonal disturbances. Suggestions that these may be the 
causative factor are supported by the finding of abnormal 
conditions in the ovaries in practically all the cases in which 
their examination has been possible. Excess of progesterone 
has most commonly been thought to be the responsible 
factor, but the mechanism is probably not quite so straight- 
forward. The condition has been observed at periods of 
gestation that have very different normal progesterone levels, 
and what may be an excess at one time may be normal at 
another. Further, it is difficult to explain how a hormone 
can cause the circumscribed hyperplasias that have been 
observed in some cases. Richter has tried to overcome 
this difficulty by referring to experiments of Loeb and 
others, according to which it appears that the uterine 
mucosa under the influence of progesterone may respond to 
localized irritations with circumscribed proliferation of the 
decidua. In Richter’s opinion hormonal influences, normal 
or abnormal, comb’ with local factors to bring about the 
decidual hyperplas Such local factors may be found in 
the results of previous inflammatory or traumatic processes 
or of the presence of fibromyomata. It is probable that 
Richter’s suggestions lead in the right direction; but it must 
be conceded that the etiological problem is not yet solved 
to complete satisfaction. 


Summary. 


1. A case of decidua tuberosa papulosa is presented. 
Pregnancy was not suspected and spontaneously terminated 
at least five, probably nine, weeks before the specimen was 
obtained. 

2. The discrepancy between the number of reports on the 
condition in the past and in more recent years is noted. 

3. Old and recent suggestions with regard to the etiology 
of the condition are discussed, and it is concluded that a 
combination of hormonal and local factors is responsible for 
its causation. 
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Reviews. 





THE BLOOD PRESSURE. 





A VOLUME on blood pressure has been published by John 
Plesch.' It is presented as a companion to his book on “The 
Physiology and Pathology of the Heart and Blood Vessels”, 
1937. The present monograph is an attempt to collect 
together the physical and physiological bases of blood pres- 
sure and its variations, and to draw practical conclusions 
concerning the important diseases characterized by changes 
in blood pressure. The book is divided into three parts 
dealing with arterial blood pressure, the venous pressure and 
angina pectoris respectively. 

Most of the first part deals with theoretical questions; in 
particular there is included a very full description of the 
tonoscillograph by which a graphic and permanent record 
of blood pressure fluctuations can be made. The author 
rightly points out the great increase in our knowledge of 
the blood pressure in various diseases gained by this simple 
instrument which is comparable to the electrocardiograph 
for cardiac conditions. 

The second part draws attention to the significance of the 
venous pressure for the whole circulation, the forces neces- 
sary to fill the relaxed ventricles, and the importance of the 
venous pressure in such conditions as bleeding collapse, 
shock, edema et cetera. The whole subject of venous pres- 
sure is shown to be intimately related to metabolism. 

The author considers that angina is a consequence of an 
arterial atony, that sclerosis appears as a protective measure, 
and that it is the extreme constriction of the affected parts 
of the vessels which constitutes the cramp. After this 
somewhat theoretical discussion on angina pectoris, there 
follows a practical section on therapy of this disease. 

This book will be found interesting to the physiologist and 
the clinician, especially to those who are anxious to do more 
clinical research on the blood pressure and ‘ts disorders. 





QUESTIONS AND ANSWERS ON MEDICAL 
SUBJECTS. 





Tue American Medical Association has published the 
second volume of “Questions and Answers’. These have 
been selected from those published in The Journal of the 
American Medical Association for 1940, 1941 and 1942. The 
book is divided into 39 sections each dealing with some 
limited field of medicine, the sections all together covering 
medicine, surgery and obstetrics with their specialties and 
auxiliaries. There are on the average about fourteen 
answers in every section. 

We cannot help questioning the value of such a book. It 
is difficult to see what large body of doctors will want to 
have it on their bookshelves. The journal containing these 
questions and answers has a large circulation, and for those 
who do not subscribe to the journal the form of this volume 
is too wide and yet too patchy to be useful as a reference 
to recent or difficult problems. To make this observation 
does not detract from the relevant sections in the journal 
which serve a useful purpose, nor the quality of the answers 
which are in the main accurate, practical and informative. 
We refer only to the form of the publication, which is likely 
to be of meagre use to the active doctor. 

Its chief value will be as casual and incidental reading 
matter. 


1“The Blood Pressure and its Disorders, including Angina 





Pectoris”, by John Plesch, M.D. (Budapest), M.D. (Berlin), 
L.R.C.P. and S. (Edinburgh and Glasgow); 1944. London: 
Bailliére, Tindall and Cox. 84” x 58”, pp. 151, with 61 
illustrations. Price: 15s. net. 

*“Questions and Answers’; Volume II; 1942. Chicago : 


American Medical Association. Sydney: Angus and Robertson, 
Limited. 84” x 54”, pp. 468. Price: 16s. 
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All articles submitted for publication in this journal should 
be typed with double or treble spacing. Carbon copies should 
not be sent. Authors are requested to avoid the use of 
abbreviations and not to underline either words or phrases. 


References to articles and books should be carefully 
checked. In a reference the following information should 
be given without abbreviation: Initials of author, surname 
of author, full title of article, name of journal, volume, full 
date (month, day and year), number of the first page of the 
article. If a reference is made to an abstract of a paper, the 
name of the original journal, together with that of the 
journal in which the abstract has appeared, should be given 
with full date in each instance. 


Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction are invited to seek 
the advice of the Editor. 





ON SPECIALIZATION IN MEDICINE. 





SPECIALIZATION is necessary nowadays in the practice of 
any of the professions if the greatest efficiency is to be 
attained, and in medicine perhaps more than in most. The 
advances in many of the medical sciences have been so 
great that even the studious practitioner is hard put to it 
to keep abreast of them in his reading. He should be able 
to gain a bird’s-eye view, to acquire a superficial know- 
ledge, of the ground that has been newly covered, but it 
will be quite beyond his powers to absorb all that he 
learns and to apply it in his clinical work. Naturally 
enough he pays attention chiefly to the subjects that 
interest him most, and these generally speaking are the 
subjects to which he would confine his practice were he in 
A position to pick and choose. Some persons will hold that 
in view of the enormous range of subjects and their 
complexity, a practitioner should direct his study and in 
fact confine all his medical reading to matters of his 
special choice. It would appear that there are those who 
adopt this practice. They certainly may be said to learn 
“more and more about less and less”. Specialists they 
surely are, but blinkered and possibly also myopic, so 
that those who have to come into professional contact with 
them cannot decide whether to blame them or to pity 
them more. It is in this deliberate restriction of interest 
that the danger of specialism lies. An educated man is a 
man of catholic tastes who enlarges his vision and deepens 
his experience at every available opportunity; he may or 
may not have in addition a detailed, a specialized, know- 
ledge of any one subject. The world of medicine is not 
quite comparable to the world of men and affairs and of 
general culture. The analogy is, however, sufficiently close 


to justify the statement that if a practitioner would be 
regarded as educated in medicine—and there can be few 
who would deny the wish to be so regarded—he must have 
If he wishes to 


a broad general knowledge of his subject. 
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assume the role of specialist he will still claim to be 
educated in medicine, and this he cannot be without some 
effort. 

When present-day specialization in medicine is con- 
sidered, the question will at once be raised whether too 
many specialties are not being created, and at the same 
time the careful members of the profession will point out 
that no specialty is a self-contained department in which 
diseases confined to special organs may be studied. Others 
again will show that in certain specialties workers have 
had to readjust their ideas of what they must be prepared 
to do for their patients. That medicine and surgery are 
the two main subdivisions of medical science is clear from 
the qualification of every university graduate—he becomes 
a Bachelor of Medicine and a Bachelor of Surgery. Every 
general practitioner knows that these two main divisions 
are in his daily work more academic than practical. Those 
who practise as specialist physicians or as general surgeons 
will not so readily hold this view, but when we consider 
the subdivisions of the specialties of medicine and surgery 
the general practitioner’s view is more readily admitted. 
For example, neurosurgery is a highly specialized and 
necessary offshoot from general surgery, but the neuro- 
surgeon has to be a competent neurologist as well as a 
surgeon. The urologist, often less happily known as a 
urological surgeon, is learning that more and more can be 
accomplished by measures that do not call for use of the 
scalpel—the hormonal treatment of carcinoma of the 
prostate may be quoted as one example. The gynecologist, 
who should also be a competent obstetrician, has for a 
long time known that proficiency in obstetrics will make 
many gynecological operations unnecessary; he is now 
learning that more of his surgical procedures may be 
eliminated by the use of endocrine therapy, a field regarded 
by many as belonging properly to the physician. That 
“gadget-minded individual”, the orthopedic surgeon, is of 
all the so-called minor surgical specialists probably the 
most self-sufficient. In certain subdivisions of the work of 
physician-specialists therapy may involve operations which 
physicians regard as within their province, though the 
procedures are really surgical. The induction of artificial 
pneumothorax and pneumonolysis are two of these pro- 
cedures. If it is granted that there is both an academic 
and a practical difference between the work of a physician 
and that of a surgeon, we must remember that 
physician and surgeon have a common meeting ground 
in their dependence on the biochemist, the clinical 
pathologist and the immunologist; they both recognize the 
existence of a mental element in disease and the need to 
eliminate it; they both pay allegiance to the common over- 
riding princple of prevention in relation to disease of 
every type. And here for the sake of completeness the 
specialties of ophthalmology and oto-rhino-laryngology 
must be mentioned. By no means all the treatment that 
is carried out in the name of these specialties is surgical. 
Moreover, many of the diseases manifest in the organs 
concerned have their origin in other parts of the body. 
In these circumstances the specialist may either take a 
subsidiary part in the treatment or play the role of herald 
or informer, singing, as it were, the prologue to treatment 
when he makes the diagnosis. 

These considerations show that if specialization in 
medicine is to be properly undertaken, he who undertakes 
it must look beyond his specialty to take a general view 
of medicine as a whole and to acquire a commonsense 
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picture of the relationship of his specialty to it. If this 
attitude of mind were constantly adopted by the general 
run of specialists, it would not matter so very much if 
specialties increased in number, though in all conscience 
we have them around us in full and plenty. Even the 
“menopausologist” and the “pubertician”, whose coming 
we forecast some time ago, could do no harm if they always 
saw puberty and the menopause as natural phenomena in 
their relationship to the whole of life. Unfortunately, as 
the specialty becomes restricted, so the tendency to 
become mentally myopic and to put on blinkers grows in 
proportion. The most common example, as we are in 
duty bound to reassert, is seen in the focal sepsis “expert”, 
who sees in a septic focus an explanation for almost 
every peculiarity except his own pernicious doctrine. 

A final reference must be made to the general prac- 
titioner, who, though already mentioned, is really outside 
this discussion. In a personal communication a reader of 
this journal recently suggested that general practitioners 
might with advantage pay particular attention to one 
aspect of medicine, so that they would become known in 
their districts as specialists in the chosen subject. To 
such attempts the same arguments that have been used 
for specialists must apply. As a matter of fact many men 
make a most desirable approach to specialization through 
an apprenticeship period of general practice, and they are 
the more likely on that account to maintain the sane out- 
look and the breadth of vision without which any 
specialist is likely to be a menace to the community. 


_——— <i — —- - 


Current Comment. 





THALASSOTHERAPY. 





A COMMITTEE on American health resorts is publishing 
a series of articles in which an attempt is made to explain 
scientifically the therapeutic virtues of spas and seaside 
resorts. One such article entitled thalassotherapy by 
Charles Singer and Kenneth Phillips, published in The 
Journal of the American Medical Association, deals with 
the action of sea air and sea wafer, and incidentally 
gives a short history of the vogue of sea bathing. In 
pre-war Europe there was considerable development of 
institutes for ocean therapy—for instance, Belgium, with a 
shore only forty miles in extent, had over forty 
sanatoriums with 3,500 beds; on the other hand, the United 
States, with 6,000 miles of coast line, has only three, one 
each in Connecticut, New York and New Jersey. 
recommendation of sea bathing by physicians dates really 
from the Englishman Richard Russell 


monarch, and so fashionable Brighton came into being. 
In 1791 the Royal Sea Bathing Hospital was established in 
Margate, and soon the Continent took up the idea with 
enthusiasm. The problem why sea air should be beneficial 
to health is discussed by these American authors and a 
threefold explanation is seriously put forward. First 
there is the “high oxygen content, namely, 20-98% as 
against 20-76% in continental air”. The physiologist will 
certainly smile at this naive remark, for he knows that 
an oxygen difference ten times this would be absolutely 
without effect on body metabolism. The second reason is 
“relative freedom from dust, pollen, allergens, carbon 
monoxide and gaseous products of combustion”. This will 
be allowed, though bacterial count might have been men- 





‘Charles Singer and Kenneth Phillips: “American Health 
Resorts: Thalassotherapy”, The Journal of the American 
1944, page 1128. 


Medical Association, Volume CXXIV, 


The 


in the mid- | 
eighteenth century, who made a convert of the reigning | 


——.., 





tioned. But these qualities pertain only to air coming in 
from the sea; when a land breeze is blowing all the 
features of land air are manifest. The third argument 
is “high barometric pressure”. How this can act beneficially 
we are left to assume. In some future article with the 
possible title orotherapy, or treatment by mountain air, we 
shall be told that the dominant quality of alpine climates 
is the low barometer, and for this contention considerable 
evidence can be advanced. 

The article in question treats of insolation where light 
is reflected from both water and sand, of the air tempera- 
ture which has smaller oscillations owing to the thermic 
fiywheel, of a huge mass of water, of the humidity of the 
air and of the reaction of the skin to sea bathing. More 
could have been made of the possible importance of sea 
salts carried by spray inland. As chloride is the chief 
component of sea water and as its analysis is easy, we 
naturally find chloride in the air taken as a measure of 
wind-borne sea salt. Massachusetts has a chloride map in 
which isochlors follow the contour of the coast. That a 
similar phenomenon is present in Australia has been 
proved.’ 

It is claimed that there are two types of thalassotherapy, 
one stimulating and the other sedative; California and 
Florida are sedative, but all other coast resorts are 
stimulating. It is certainly not difficult to understand that 
the American released in early summer from the hot, dry 
and stagnant air of centrally heated homes and offices 
should find invigoration at the seaside, and physical con- 
ditions can explain much of the benefit derived, but in 
Australia things are different. When the official handbook 
of the British Health Resorts Association was being com- 
piled in 1936-1937 information was sought concerning 
Australian health resorts, and the editor was somewhat 
surprised to be told by one Australian medical man that 
there were none and by another that the whole Common- 
wealth was a health resort. The benefits experienced by 
Australians who sojourn at the shore can hardly be 
explained on physical terms; it is rather the psychological 
factors which are dominant, the escape from work and 
worry, the infectious happiness of children, the sleep- 
begetting murmur of the surge and “the beauty and 
mystery of the ships and the magic of the sea”. 


| 
| 
| 











OPTIC NERVE REGENERATION IN AMPHIBIANS. 





| 

| 
EVOLUTIONARY progress has been marked by an ever- 
augmented responsiveness to changes in the external 
| world and adaptation to an ever-growing environment. 
| Anatomically and physiologically we see increasing head- 
| ward importance of receptors and of neural control with 
| enhanced integration of all body activities. In one respect 
| these advances have been rather dearly bought, and that 
is in the progressive loss of regenerative power of organs 
after injury. Skin, peripheral nerve, bone and some other 
connective tissues, also some glandular’ structures, 
fortunately retain the capacity to repair themselves if 
the lesions are not of too formidable magnitude, but, alas, 
| this saving faculty is denied the central nervous system, 
| and so injury caused by trauma or invading parasite 
produces lasting disablement. Very early in his course 
| the medical student learns that the fibres in the central 
| nervous system are devoid of neurilemmar sheaths and 
| that it is this investing structure which induces and guides 
| the processes of repair in peripheral fibres. His histo- 
logical experience tells him that the constituent axis 
cylinders in the optic nerve, though they have the myelin 
insulation, are not inclosed in neurilemmar tubes, and this 
| he is inclined to regard at first as a structural eccentricity 
| until it is pointed out to him that the optic nerve does not 
| belong to the peripheral system, but is largely a thalamo- 
cortical tract with a few cortico-thalamic elements. That 
the greater part of the retina is a thalamic protrusion is 


1V. G. Anderson: “The Origin of the Dissolved Inorganic 
Solids in Natural Waters with Special Reference to the 
O’Shannassy River Catchment, Victoria”, Australian Chemical 
Institute Journal and Proceedings, Volume VIII, 1941, page 130. 
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often forgotten by the physiologist who experiments with 
the excised eye, not realizing that a thalamus cut off from 
cortical control is, as Head so effectively demonstrated, 
unregulated and liable to over-action, that at any rate the 
responses to appropriate stimuli are not normal. Bearing 
in mind this identity with cerebral connecting tracts, we 
find that lesions of the optic nerve, as we all know too 
well, do not evoke the least attempts at repair, and grafting 
of an eyeball is described only in lay literature. It came 
therefore as a surprise when it was shown that in the 
salamander and newt section of the optic nerve was not 
only followed by nerve repair, but that retinal connexions 


in total doses varying from 250 to 5,820 milligrammes 
over periods of days or weeks. No relevant lesions were 
found that could be ascribed to the drug. This work 
indicates the potential risks in the use of dicumarol, but 


| seems to show that actually these are small, although there 


with the central nervous system were restored, this being | 


followed by a return of normal functioning. When after 
section of the optic nerve the eyeball was rotated through 
an angle of 180°, visual perception after recovery was 
reversed in connexion with the rotated retinal field. These 
experiments have recently been repeated with frogs and 
toads and with precisely the same results.* Such regenera- 
tion in a tadpole might be regarded as part of the mystery 
of embryological development, but when it is found in the 
mature creature and a vertebrate to boot our interest is 
quickened. As is now well known, a peripheral nerve trunk 
repaired after complete section shows distortion of the 
nerve patterns, each fibre growing along the first path 
offered and so leading to intermingled confusion; but in 
these amphibians, as was found by artificial localized 
scotomata, optic fibres from different retinal loci had 
reestablished functional connexions in the same areas of 
the optic lobe to which they had originally been projected. 
The question cannot fail to present itself why so useful an 
endowment should be denied to vertebrates higher in the 
scale, including ourselves. There is assuredly a reason, but 
it is not obvious. 





SYNTHETIC BLOOD ANTI-COAGULANTS. 





Heparin has attracted wide notice as an anti-coagulant 
of blood, and striking results have sometimes been 
obtained. It is a pity that it is so costly and that its 
administration is cumbersome. There seems reason to 
hope that some of the coumarins, isolated from spoilt 
sweet clover hay, may prove useful. Dicumarol, which has 
a methylene linkage, has been found to delay blood 
coagulation by reducing the amount of prothrombin in the 
blood. Since prothrombin formation is a function of the 
liver, it is important to know if the depression of this 
function harms the liver. J. C. McCarter, J. B. Bingham 
and O. O. Meyer administered large doses to dogs, in some 
cases purposely using a lethal dose in order to study the 
potential toxic properties of this substance.* To other 
animals they gave doses comparable to those appropriate 
for human patients. They record the findings of extensively 
distributed damage to the small blood vessels in the former 
series, changes which could and did make hemorrhage 
inevitable in animals whose blood was already depleted 
of prothrombin. Other reactive changes were observed in 
the lymphoid tissues and the kidneys. They did not find 
evidence of liver necrosis such as has been described by 
other workers. No toxic changes at all were found in the 
second series of dogs, to which therapeutic odses only were 
administered. It is interesting to record, however, that one 
of these animals died from bleeding following injury to 
the neck caused by a brawl with another dog; surely 
there is a moral here with regard to ambulant treatment. 
McCarter, Bingham and Meyer also describe the results of 
autopsies on human patients who had received dicumarol 








1L. S. Stone and I. Zaur: “Reimplantation and Transplanta- 
tion of Adult Eyes in the Salamander (Triturus viridescens) 
with Return of Vision”, Journal of Experimental Zoology, 
Volume LXXXV, 1940, page 243; also R. Sperry: “Visuomotor 
Coordination in the Newt after Regeneration of the _ Optic 
Nerve”, Journal of Comparative Neurology, Volume LXXIX, 
1943, page 33. 

*R. Sperry: “Optic Nerve Regeneration with Return_ of 
Vision in Anurans”, Journal of Neurophysiology, Volume VII, 
1944, page 57. 

*The American Journal of Pathology, May, 1944. 


are certain disadvantages, such as its prolonged action and 
its lack of effect on shed blood. P. Fantl, from the Baker 
Medical Research Institute, Melbourne, reports some 
observations on another hydroxy-coumarin compound, in 
which ethylidene replaces methylene... This work shows 
that the ethylidene derivative is less effective in lowering 
the prothrombin content of the blood, but is much less 
prolonged in its action. It would seem that there is con- 
siderable investigation to be made yet before we can 
assess the value and hazards of this new therapeutic 
weapon; but it appears to be of promise. 





THE INVESTIGATION OF CASES OF PAROXYSMAL 
TACHYCARDIA. 





ParoxysMs of tachycardia may vary from little runs of 
rapid heart action to dangerously exhausting and persistent 
bouts lasting for days. The diagnosis of the briefer 
attacks may not be easy, and when a diagnosis is made 
it is likely to be on purely clinical grounds. It is natural 
that a more or less searching investigation should be 
made after recovery, and this nowadays is almost certain 
to include the preparation of an electrocardiogram. When 
such a record has been taken during an attack it is more 
than likely that the tracing will be repeated later to 
ascertain if any detectable cardiac defect exists. There 
is a certain danger that the electrocardiographic findings 
following a bout of paroxysmal tachycardia may be mis- 
interpreted. S. L. Zimmerman repeats the caution that 
other writers have voiced, that such anomalies as flattening 
or inversion of the 7 wave may occur after such attacks 
without a serious cause. This change is more likely to 
occur if the tachycardia is ventricular in origin, as might 
well be expected, seeing that the 7 wave represents the 
subsiding phase of the rhythm of ventricular activity. 
The question in such cases of a possible myocardial 
infarction will immediately arise, and it is important not 
to make a diagnosis of serious myocardial disease unless 
there is good reason to believe it is well founded. 
Zimmerman records details of three cases in which he 
presents evidence for believing that the 7 wave changes 
were not due to organic disease, in spite of the fact that 
they persisted for periods varying from two days to two 
months. He points out that especially when the disordered 
rhythm arises from a ventricular focus and when the 
electrocardiographic changes persist for some time, the 
diagnosis of coronary occlusion cannot be lightly rejected. 
However, he considers that the absence of characteristic 
S8-T deviations and of a deep Q wave, the non-occurrence 
of pain, and the repetition of similar paroxysms with 
similar sequels in the électrocardiogram rule out myo- 
cardial infarction. In this and other similar series the 
evidence for absence of organic disease is not always 
perfectly convincing, but there seems no doubt that 
electrocardiographic changes may occur after paroxysms 
of tachycardia without a really sinister cause. Of course, 
a critic might say that nobody would care to have a 
prolonged attack of tachycardia in any case, especially 
if of ventricular origin. This is true, but a diagnosis 
of any important condition should rest on the whole of 
the available evidence. Sometimes a single link in the 
chain of evidence is completely convincing, like the finding 
of tubercle bacilli in the sputum, or if an example more 
frivolous be permitted, finding a fish in the milk. But 
we must be careful not to let an arbitrary interpretation 
of evidence, which is after all only indirect, run away 
with our clinical judgement. 


1The Australian Journal of Experimental Biology and 
Medical Science, 1944. 


2 The Journal of Laboratory and Clinical Medicine, June, 1944. 
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Hypoglyczemia. 

H. E. Hemnwicu (American Journal 
of Digestive Diseases, January, 1944) 
discusses hypoglycemia. Hypoglycemia 
may occur in liver diseases, in 
endocrine disorders, and as a result of 
excess of insulin. The normal fasting 
blood sugar is between 70 and 110 milli- 
grammes per centum. Carbohydrate, 
protein and fats yield glucose which is 
stored in the liver. The liver is also 
the chief site of transformation of 
amino acids and the glycerol of fats 
to glycogen. Glycogen is released from 
the liver into the blood stream for 
distribution between meals, and this 
may be the most important function 
of the liver. A high level of blood 
sugar provokes the secretion of insulin 
partly as the result of a nervous 
influence, the parasympathetic insulin 
system. When the blood sugar level 
drops below 60 the sympathetic 
adrenaline apparatus goes into action. 
The adrenaline mobilizes glycogen, 
which is released in the blood steam as 
glucose. The thyreoid and posterior 
pituitary glands also may accelerate 
release of hepatic glucose into the 
blood stream. The anterior pituitary 
and the adrenal cortex raise blood 
sugar by diminishing oxidation of 
carbohydrates. Perspiration, drowsi- 
ness, disorientation, unconsciousness 
and vomiting may occur owing to 
hepatitis with gall-stones, and in liver 
damage due to chloroform poisoning 
and acute yellow atrophy, in starvation, 
vomiting or diarrhea of infants and in 
von Gierke’s disease. Hyperinsulinism 
may be due to adenoma or carcinoma 
of the islands of Langerhans, resection 
oft part of the pancreas often relieving 
the condition. Functional disease of the 
pancreas has been blamed for hyper- 
insulin also. Hypothyreoidism, posterior 
pituitary lesions, and Addison's disease, 
in which the anterior lobe of the 
pituitary is destroyed, may give rise to 
profound hypoglycemia. The brain is the 
only organ which obtains energy from 
combustion of carbohydrate alone, and 
it is very sensitive to lack of sugar 
There are five stages of hypoglycemia, 
referable to impairment of function of 
the brain centres in order from the 
highest to the lowest layer, from the 


cortex to the medulla. Sweating, 
salivation, muscular relaxation and 
tremors, with somnolence, mental 


retardation, loss of orientation, excite- 
ment in some cases, and unconscious- 
mess occur. Sucking and grasping, 
snarling and grimacing, ceaseless aim- 
less movements and fine myoclonic 
muscular twitchings follow. Tonic and 
twisting spasms and independent move- 
ments of the eyes come next, followed 
by extensor spasms. Shallow respira- 
tions, pale skin, pin-point pupils, 
watery perspiration, slow pulse and 
flaccidity occur in the next phase, and 
if glucose is then given recovery takes 
place with symptoms in the inverse 
order to the above if the last stage does 
not last longer than fifteen minutes. 
If it is prolonged further death may 
occur, and extensive brain damage may 
be revealed. Intravenously administered 
“Sodium Amzytal” relieves the severe 
extensor spasms. Delay in administra- 








tion of glucose may induce a prolonged 
coma with long-delayed recovery over 
a period of hours and days. In infants 
the symptoms of low blood sugar level 
are much less marked, or even non- 
existent. 


Cardiac Arrhythmia in Bronchial 
Carcinoma. 


J. E. G. Pearson (The British Journal 
of Tuberculosis and Diseases of the 
Chest, January, 1944) states that 
bronchial carcinoma or its metastasis 
in the tracheobronchial lymph glands 
not infrequently invades the atria of 
the heart. This occurred in eight out 
of 66 unselected cases reported by him. 
In seven of the eight cases cardiac 
arrhythmia occurred (in one, paroxysms 
of extrasystoles; in four, paroxysmal 
auricular fibrillation; in one, paroxysms 
of both auricular flutter and auricular 
fibrillation; and in one, persistent 
tachycardia). It is suggested that 
cardiac arrhythmia in persons suffering 
from bronchial carcinoma may be of 
some diagnostic importance, particu- 
larly as indicating inoperability. 


Glycosuria. 


H. BLOTNER AND R. W. Hype (The 
New England Journal of Medicine, 
December 9, 1943) have described 
studies in diabetes mellitus and 
transient glycosuria in 49,650 con- 
secutive volunteers between the ages of 
eighteen and forty-five. If the urine 
reduced Benedict’s solution on three 
occasions the men were given a sugar 
tolerance test. One hundred grammes 
of dextrose were ingested after a fast 
overnight. The blood and urine sugar 
content was estimated before, and one, 
two and three hours after ingestion of 
the dextrose. Two hundred and eight 
cases of diabetes mellitus, 126 cases of 
transient glycosuria and 33 of renal 
glycosuria were found. Diabetes was 
diagnosed when the blood sugar level 
reached 180 milligrammes per centum. 
One hundred and seven cases of mild 
diabetes included many patients with 
normal fasting blood sugar; the blood 
sugar rose to 200 or 220 milligrammes 
per centum, dropping to 150 milli- 
grammes in two hours and to 100 to 
125 milligrammes in three hours. Fifty- 
eight patients with moderate diabetes 
had fasting blood sugar of 140 
milligrammes per centum with or with- 
out sugar in the “fasting urine”; the 
blood sugar rose in half to one hour 
to 275 milligrammes and fell to about 
200 milligrammes in three hours. Forty- 
three patients with severe diabetes 
showed fasting blood sugar of 275 milli- 
grammes, with considerable amount of 
sugar in the urine. After ingestion of 
glucose the blood sugar level rose to 


| about 475 milligrammes in one hour 


and fell only slightly in three hours. 
All urine specimens contained large 
amounts of sugar. Transient glyco- 
suria was diagnosed when sugar was 
found in one specimen of urine, but 
was absent from subsequent specimens 
the same day. The average age of the 
diabetics was thirty-four years in this 
series. There was little difference 
between the ages of the patients with 
mild, moderate and severe diabetes. The 
average age at onset was thirty-three 
years. One hundred and eighty-nine of 
these diabetics had known they had 
the disease for one to twenty-one years. 
The weight of the diabetics was little 
different from that of the other volun- 
teers. The blood pressure was above 
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normal in only a small percentage of 
these individuals. Pulmonary tubercy- 
losis was not found in a greater pro- 
portion of diabetics than of other 
volunteers. Economic status and 
occupation were not significant. Jews 
and Irish were the predominant 
nationalities. Of the diabetics 32% 
and of the transient glycosurics 9% 
gave a family history of diabetes. 


Encephalomyelitis. 


E. H. LENNETTE AND H. Koprowsx1 
(The Journal of the American Medical 
Association, December 25, 1943) discuss 
human infection with Venezuelan 
equine encephalomyelitis virus. The 
importance of both western and eastern 
equine encephalomyelitis in the causa- 
tion of the human disease is now well 
established; over 1,000 human cases 
have been proved to be due to the 
virus of one or other of these forms 
of equine encephalomyelitis. In the 
present paper eight human beings con- 
tracted the disease during a study of 
Venezuelan equine encephalomyelitis 
virus. It was suspected that the infec- 
tion was contracted from contaminated 
dust in boxes in which mice inoculated 
with the virus were kept. Infection 
through the respiratory tract was sug- 
gested. The disease began with general 
pains and severe headache which was 
unrelieved by the usual drugs. The 
headache was in the frontal region in 
six cases and persisted there. Severe 
pain in the calves of the legs occurred. 
A filtrable agent was isolated from six 
patients; this agent killed mice and 
was highly infective for guinea-pigs 
and rabbits. 


Toluene Poisoning. 


R. H. Witson (The Journal of the 
American Medical Association, Decem- 
ber 25, 1943) discusses toluene (toluol) 
poisoning. Toluene is a hydrocarbon 
known also as methyl benzene C,H,H;, 
obtained from the tolu and other resins 
and from coal tar. It constitutes 2% 
to 10% of commercial benzene and 
smells like benzene. Used extensively 
as a solvent in rubber, lacquer and 
munition industries, it is an excellent 
solvent for some types of synthetic 
rubber. Susceptibility to the fumes 
varies greatly. Exposure to 200 to 500 
parts of toluene per million for six to 
eight hours causes tiredness and las- 
situde. Among 1,000 employees exposed 
to 50 to 1,500 parts per million of 
toluene for one to three weeks, 100 
“reported sick”. In ten of these blood 
changes were found, the number of 
erythrocytes falling to 2,500,000 per 
cubic millimetre or thereabouts. Aplastic 
anemia was reported in two cases. 
Headache, nausea, anorexia, lassitude 
and impaired reaction time were com- 
mon symptoms. Rest, iron, liver injec- 
tions, blood transfusions and a liberal 
dietary were used in treatment. 


A Water-Tolerance Test for Liver 
Damage. 


D. ADLERSBERG AND C. L. Fox, JUNIOR 
(Annals of Internal Medicine, October, 
1943), recalling Hanot’s statement, “II y 
a un edéme hépatique comme il y a un 
edéme rénal’, and also various observa- 
tions indicating that the liver plays a 
part in water metabolism, have applied 
a water-tolerance test to patients 
suffering from liver disease, and others 
have found that, in the absence of 
extrahepatic factors influencing water 
metabolism, a relationship exists 
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between water retention and the degree 
of hepatic damage. In their test fasting 
subjects were given 1-5 litres of water 
within a period of twenty to thirty 
minutes. The bladder was emptied 
beforehand and specimens of urine 
were obtained every thirty minutes for 
five hours afterwards. The volume and 
specific gravity of each specimen were 
measured. The authors found that in 
normal subjects the total elimination 
in five hours was 1-2 to 1°5 litres, the 
rate of diuresis rose to a maximum 
which occurred during the second or 
third hour and then declined, while the 
specific gravity fluctuated inversely 
with the urinary output, falling to a 
minimum of 1-000 to 1°003 during the 
second and third hours. In mild degrees 
of hepatitis the total elimination in 
five hours was normal or increased up 
to 1°8 litres, while in severe hepatitis 
the output was diminished to 0°3 to 1-0 
litre. The rate of diuresis in mild 
hepatitis was normal, or the maximum 
occurred during the first hour, while 
in severe hepatitis the maximum 
diuresis sometimes occurred early, but 
later diuresis was diminished and less 
than normal. When diuresis was 
diminished the minimum specific 
gravity varied between 1-004 and 1-008. 


Méniére’s Syndrome. 


Mites ATKINSON (New York State 
Journal of Medicine, March 14, 1944) 
discusses the mechanism of paroxysmal 
vertigo asseciated with deafness and 
tinnitus, putting forward the results 
of his own observations. He considers 
the syndrome has a vascular basis 
which may be either primary vaso- 
contriction or primary vasodilatation. 
From the point of view of manage- 
ment of such a case it is essential to 
determine which particular mechanism 
is at work, and this is done on the 
basis of skin sensitivity to histamine. 
Into the skin of the volar surface of 
the forearm just below the elbow, an 
intradermal injection of 01 cubic 
centimetre of a one in 20,000 solution 
of histamine base is given and the 
response is noted. The reaction cf the 
sensitive person is more considerable in 
extent and duration than the normal. 
At the end of five minutes the wheal 
measures half to three-quarters of an 
inch in diameter, the flare one and a 
half to two inches. The wheal is still 
present in full force for twenty minutes 
and is only beginning to fade after 
thirty minutes have elapsed. But the 
most important difference of all is in 
the development of at least one long 
trailing pseudopodium, often as much 
as one and a half inches in length, 
which persists and fades with the 
wheal. Without this, a_ positive 
abnormal reaction cannot be adjudged. 
By this means, patients with Méniére’s 
syndrome can be divided into two 
groups: those giving a positive reac- 
tion, belonging to the primary vaso- 
dilator group, and those giving a 
“negative” reaction, belonging to the 
primary vasoconstrictor group. The 
biochemical implications of this test 
are still obscure. Its validity, however, 
has been proved by the fact that 


patients falling into the vasodilator - 


group are made worse by vasodilator 
drugs such as acetylcholine or nicotinic 
acid and their condition is improved by 
vasoconstrictor drugs. The opposite 
applies to patients in the vasoconstrictor 
group. As far as management is con- 
cerned, desensitization to histamine by 


TH 
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a slow method is used in the vasodilator 
group. Following the skin test, the 
same dose is given subcutaneously and 
doubled until the point of reaction is 
reached, as shown by marked flush and 
headache. This dose is then repeated, 
after which increase of dosage is more 
gradual, the amount of increase 
depending upon individual response. 
Maximum dosage has never exceeded 
0-5 milligramme of histamine base (one 
cubic centimetre of chloride), and some 
patients will not tolerate so much. The 
maximum dose is then repeated at 
weekly intervals for four weeks. For 
the vasoconstriction group, it is neces- 
sary to use vasodilators, and the author 
has found nicotinic acid the most 
effective. The general plan is to start 
with injections, at first by the intra- 
venous route, followed by a period of 
intramuscular dosage; finally oral 
therapy is used. A first dose of 25 
milligrammes is increased by five 
milligrammes to the limit of benefit. Of 
49 patients tested and treated according 
to the above plan, 20 have been entirely 
relieved over periods of not less than 
six months and up to two years; in 
25 cases the condition of patients has 
been improved and is still improving. 
There have been four failures. 


Obstructive Lesions of the Renal 
Artery and Hypertension. 


CHARLES L. Yume (The American 
Journal of the Medical Sciences, March, 
1944) discusses obstructive lesions of 
the main renal artery in relation to 
hypertension. He states that the actual 
number of reported cases in which 
hypertension is associated with obstruc- 
tive lesions of one or both main renal 
arteries in man is not large and that 
in only a small percentage of these can 
a definite etiological relationship be 
established between the vascular lesion 
and the elevation of blood pressure. 
Most of the material reviewed was 
obtained from fatal cases, and attempts 
have been made to correlate post- 
mortem findings with hypertension 
observed before death. There has been 
too great a tendency to assume the 
action of the “Goldblatt mechanism” 
merely because of the presence of a 
lesion which narrowed the lumen of 
one or both main renal arteries. From 
the findings in occasional specific 
instances in which the patient has 
benefited by nephrectomy, it can be 
reasonably concluded that a mechanism, 
similar to that responsible for the pro- 
duction of hypertension following the 
application of a clamp to the main 
renal artery in laboratory animals, is 
capable of acting in the human sub- 
ject. Despite the _ relatively few 
reported cases in which occlusion of 
the main renal artery apparently 
played a role in the production of 
hypertension, the wide variety of 
lesions capable of causing arterial 
obstruction suggests that the action of 
this mechanism may occur more fre- 
quently than is indicated by the 
literature. 


Sulphamerazine. 


D. G. ANDERSON, C. S. OLIVER AND C. S. 
Keeper (The New England Journal of 
Medicine, March 30, 1944) have described 
clinical tests of sulphamerazine in the 
treatment of 278 patients. This drug 
is akin to sulphadiazine in toxicity, but 
is effective in about half the dose, since 
it gives double the concentration in the 
blood stream for the same dose. Adults 


were given 2:0 grammes initially, fol- 
lowed by 1:0 gramme every eight 
hours for two to four days after 
apparent clinical recovery and dis- 
appearance of fever. Efforts were made 
to keep the urinary output above 1,200 
cubic centimetres. Forty-four patients 
with pneumococcal pneumonia were 
treated, with 8% mortality. The average 
dosage was 20 grammes in about seven 
days. In pneumonia of unknown 
gtiology 15 out of 17 patients recovered. 
Three patients with streptococcal 
pneumonia recovered and one died. A 
B-hemolytic streptococcus was the 
causal organism. Twenty-two patients 
with bronchopneumonia, mostly of 
unknown etiology, recovered. Fifty 
patients with meningococcal menin- 
gitis and two with meningococcemia 
recovered. Two patients with meningitis 
due to a £f-hemolytic streptococcus 
recovered, and one with pneumococcal 
meningitis died. Erysipelas responded 
very well to treatment with sulpha- 
merazine. Four patients with subacute 
bacterial endocarditis due to Strepto- 
coccus viridans were treated for six 
to twenty-two days without benefit. 
Ten patients with urinary tract infec- 
tions improved rapidly on 3:0 grammes 
daily. Forty patients with acute 
otitis media responded well after five 
to twenty milligrammes. Patients with 
acute’ tonsillitis, peritonsillitis and 
cervical adenitis were treated and 
responded satisfactorily, but no controls 
were available to evaluate the results. 
Acute sinusitis responded well in three 
cases out of four. Toxic reactions were 
similar to those of sulphadiazine and 
were noted in 70 out of 278 patients. 
Nausea, vomiting and headache were 
uncommon. Mental confusion occurred 
in five patients. Crystalluria was noted 
in sixty patients without symptoms, 
hematuria in twenty, anuria in one 
preceded by gradual fall in urinary out- 
put. A drug rash occurred in fourteen 
cases, and drug fever in fourteen, 
usually between the seventh and 
eleventh days. The blood concentration 
in this series varied between four and 
seventeen milligrammes per 100 cubic 
centimetres. Generally toxic reactions 
were slightly higher with sulpha- 
merazine than with sulphadiazine. 


“Drug Fever’ Accompanying 
Sulphonamide Administration. 


Harry F. DOWLING AND Mark H. 
Lepper (The American Journal of the 
Medical Sciences, March, 1944), in order 
to ascertain the frequency of “drug 
fever” accompanying second courses 
of sulphathiazole, sulphadiazine and 
sulphapyridine, have analysed the data 
of 144 patients who had received more 
than one course of the sulphonamide 
drugs. They found that 16 (11:1%) 
developed drug fever, and 11 of 
these developed concomitant dermatitis, 
which in two instances was associated 
with conjunctivitis. Of 737 patients 
who were observed during a single 
course of therapy with one of these 
three drugs, 37 (5%) developed febrile 
reactions. Febrile reactions were more 
frequent following a second course of 
sulphathiazole as well as during a 
single course of sulphathiazole than 
they were with sulphadiazine or sulpha- 
pyridine. The authors conclude that, 
when a second course of a sulphon- 
amide must be given to a patient, a 
different sulphonamide drug should be 
given, regardless of the interval fol- 
lowing the first course. 
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British Wevical Association Mews. 





NOTICE. 





Tue General Secretary of the Federal Council has 
announced that the following medical practitioner has been 
released from full-time duty with His Majesty’s Forces and 
has resumed civil practice as from the date mentioned: 

Dr. R. A. Money, “Harley”, 143, Macquarie Street, Sydney 
(January 1, 1944). 





Wedical Societies. 





MELBOURNE PAZDIATRIC SOCIETY. 





A MEETING of the Melbourne Pediatric Society was held 
on June 14, 1944, at the Children’s Hospital, Carlton, 
Melbourne, Dr. ALAN McCuTcHeon, the President, in the 
chair. Part of this report was published in the issue of 
August 12, 1944. 


Neuroblastoma with Recovery. 


Dr. Wi.trrep Forster showed a girl, aged four and a half 
years, on whom he had performed a laparotomy in April, 
1941. The child had first come under observation at the 
age of one year and five months. She then had a large 
mass in the left loin and was slightly jaundiced. The 
hemoglobin value was 85% and the leucocytes numbered 
11,000 per cubic millimetre. No abnormal features were 
found in the blood film. The Van den Bergh and Fouchet 
tests both produced negative results. The occult blood test 
applied to the feces produced a positive reaction. A fair 
number of bacilli were demonstrable in the urine, but it was 
free from pus cells. Neither the Wassermann test nor the 
Casoni test produced a reaction. X-ray examination of the 
chest and an excretion pyelogram revealed no deviation 
from normal, though in a plain X-ray film of the left loin 
there had previously been shown what appeared to be the 
outline of an enlarged left kidney. 

Dr. Forster went on to say that at laparotomy a trans- 
verse incision was used; this incision had proved of 
inestimable value in operations on children suffering from 
abdominal tumours. Assistance was obtained by means of a 
sandbag suitably placed under the patient. At the operation 
a large retroperitoneal cystic growth was found. The growth 
was enormous, extending from high up near the left cupola 
of the diaphragm, covering the left kidney and spreading 
distally to the left iliac fossa and medially across the mid-line 
to the right side of the abdomen. It had a kind of pedicle 
and was removed in toto. Dr. Forster said that microscopic 
study of sections taken from the tumour revealed it to be 
a neuroblastoma, apparently of a highly malignant nature. 
The patient was submitted to deep X-ray therapy, and Dr. 
Forster was astonished when she turned up three years 
later, apparently quite well. Examination then revealed 
no abnormality. An X-ray examination of the skull and 
long bones disclosed no metastases, and excretion pyelo- 
graphy revealed no abnormality. 

Dr. Forster said that there were apparently on record 
instances of retrogression and cure of the growth occurring 
in such cases, even when secondary metastases had formed 
in the liver. In this instance, however, he could not say 
whether the absence of recurrence was attributable to the 
deep X-ray therapy or to spontaneous retrogression. The 
lesson was that in many of these cases, which appeared 
hopeless, surgical treatment should be undertaken. Dr. 
Forster asked Dr. Webster to discuss the pathology and the 
subsequent clinical course in this case. 


Dr. ReGINALD Wesster said that the child presénted by 
Dr. Forster had happily survived the apparently hopeless 
situation inherent in the presence of a tumour which, from 
his examination of the operative specimen, he regarded as 
a. frankly malignant neuroblastoma. This was the second 
example in his experience in which the clinical course of a 
congenital and presumed malignant neuroblastoma had con- 
founded prognosis based on the microscopic features of the 
tumour. The first instance of this seeming paradox had 
occurred in the private practice of Dr. H. Douglas Stephens; 
it was provided by a newborn baby who exhibited a con- 
genital and advancing tumour in the neck. Dr. Stephens 














removed the tumour, and he (Dr. Webster) considered it a 

t growth, in nature a neuroblastoma, of cervical 
sympathetic origin. Several years had elapsed, and with 
the exception of phrenic palsy and paresis of the biceps 
muscle on the affected side, the child had developed 
normally; she had commenced to attend school. 

Dr. Webster went on to say that H. Gideon Wells, in a 
comprehensive survey of congenital malignant neoplasms, 
had recorded some interesting and relevant facts with regard 
to congenital malignant neuroblastoma. It seemed to be 
established that neuroblastomatous cells, even when 
malignant in character, might go on to differentiate into 
mature types of non-malignant cells. An example of such 
an occurrence was furnished by Cushing and Wolbach, in 
their report of a case in which a typical malignant neuro- 
blastoma observed in a boy, aged two years, was found ten 
years later to have become completely differentiated into 
the histological components of a ganglioneuroma. Dr. 
Webster said that in the monograph to which he had referred 
Wells had included a communication which he received from 
Dr. Sydney Farber and Dr. Thomas Lanman, of the 
Children’s Hospital, Boston, to the effect that there had 
passed through that institution several young infants, in 
whom large tumours, proved microscopically to be neuro- 
blastomata, were present; all these infants were alive and 
well some time later. One baby even had a metastatic 
nodule in the liver, upon which a biopsy was made; but 
the child was living and well one and a half years later. 
Wells also cited E. P. Lehman as having reported the case 
of a child, aged eleven months, from whom a typical 
malignant adrenal neuroblastoma was removed surgically. 
Lehman later reported that the subject of this operation had 
attained the age of fifteen years and was in perfect health. 
It appeared therefore that one had to admit the conception 
of congenital malignant neuroblastoma as a neoplasm 
capable of maturation and change to a benign growth, or 
perhaps of complete disappearance. 

Dr. H. Doucitas STEPHENS said that he had had an oppor- 
tunity of observing the abdomen opened in the case under 
discussion. As the audience had learnt, the tumour was 
very extensive and encapsulated, and was excised, with a 
splendid result. He recalled another baby, aged four days, 
suffering from a rapidly growing tumour on the left side of 
the neck. This had caused cyanosis of the arm from pressure 
on vessels, and sympathetic nerve involvement was evidenced 
by a mottled appearance of the limb. However, no pro- 
nounced limitation of movement existed at the joints of the 
left arm. At the operation, the tumour was found to be 
extensive and hemorrhagic; it appeared to arise from the 
brachial plexus. It was removed as well as possible, but 
division of the left phrenic nerve occurred and portion of 
the brachial plexus was excised with it. Dr. Websier 
reported that the tumour was of a malignant — nature, 
probably a neuroblastoma arising in the cervical sympa- 
thetic chain. After the operation the child could not move 
the arm, but power returned except for some weakness of 
the biceps and reduction in pronation and supination of the 
forearm. A slight cough after the operation prompted an 
X-ray examination of the lungs, when the left side of the 
diaphragm was seen to be paralysed. After several years 
the child was well and was attending school. Dr. Stephens 
said that he, too, had noticed reports of cases in which 
spontaneous recovery occurred. He wondered what part 
deep radiation had played in this instance. In conclusion, 
Dr. Stephens congratulated Dr. Forster on the excellent 
result obtained. 


Pathological Specimens. 
Intracranial Teratoma. 

Dr. RecinaLD Wesster showed a number of pathological 
specimens. The first had been secured at autopsy from a 
newborn infant who was admitted to hospital in the care of 
Dr. H. Douglas Stephens as suffering from congenital hydro- 
cephalus. From the outset Dr. Stephens had suspected that 
some unusual basis underlay the hydrocephalus in this 
infant. The baby lived nine weeks, and the post-mortem 
examination showed that the hydrocephalus was not of the 
usual order; it was but symptomatic of a large cerebral 
teratoma. The tumour appeared to grow from the region of 
the mid-brain into the lateral ventricles on both sides 
symmetrically. Bone and cartilage were evident on macro- 
scopic examination of the neoplasm, which in the main was 
of medullary consistence and infiltrating character. The 
ventricular space not occupied by the obtruding tumour was 
filled with cerebro-spinal fluid under tension, and the 
cerebral cortex was reduced to an attenuated layer. 
Examination of microscopic sections confirmed the diagnosis 
of teratoma; bone, cartilage, muscle, nervous tissue, 
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respiratory and nondescript glandular epithelium, together 
with much undifferentiated tissue of malignant suggestion, 

in a single section of a piece of tissue not 
particularly selected—a “random harvest”, so to speak. Dr. 
Webster said that the pathological museum at the Children’s 
Hospital possessed an example of an intracranial dermoid 
jocated in the falz cerebelli, but this acquisition of a genuine 
tridermal teratoma would furnish the museum with the first 
specimen of the kind. 

Dr. Webster went on to say that intracranial teratomata 
eccurred rarely. Ewing stated that they had been observed 
in “a few cases” and that their position of origin might be 
difficult to determine. He gave some prominence to teratoma 
of the pineal gland, and stated that pineal tumours of this 
nature occurred exclusively in young males, aged from four 
to sixteen years, in whom they were regularly associated 
with precocious sexual development and sometimes with 
adiposity and general overgrowth. Dr. Webster said that 
he had assessed the tumour under discussion as malignant, 
although he had found no metastases. Referring again to 
the review of congenital malignant neoplasms by H. Gideon 
Wells, he said that that author could find only 18 reports 
ef congenital malignant teratoma in a search of the 
literature which carried him as far back as 1860. None of 
these tumours was intracranial, and no less than 11 of the 
18 were in the sacro-coccygeal region. In only one instance 
was a metastasis found to confirm the diagnosis of 
malignancy, and Wells gave a warning of the difficulty in 
establishing malignancy by microscopic examination, in view 
of the undifferentiated character of fetal tissues, especially 
the neurogenic elements. 

Regional Iieitis. 

Dr. Webster then discussed a specimen of bowel resected 
by Dr. J. G. Whitaker from a boy, aged eleven years, who 
had occupied a bed in the hospital with but short inter- 
missions for a period of eight months. The dominant clinical 
features of the boy’s sickness were pyrexia, abdominal pain 
and a high degree of leucocytosis; although the illness 
might be described as relapsing in character, there was a 
slowly progressive deterioration in the child’s condition. 
None of the many laboratory investigations undertaken 
supplied any lead to the diagnosis, which was eventually 
established by exploratory laparotomy performed by Dr. 
Elizabeth Turner in December, 1943. The operative findings 
were suggestive of regional ileitis, known also as Crohn’s 
disease, with involvement of the caecum and ascending colon 
along with ten or twelve inches of the terminal portion of 
the ileum. Hopes that the condition might yet resolve were 
eventually dissipated by the continued progress of the 
disease, which gradually reduced the boy to a state of 
emaciation and cachexia. Dr. Whitaker therefore undertook 
resection of the affected bowel, and the operative specimen 
was on view. The boy had survived for twenty-one days 
after the operation, and for the first ten days of this period 
had maintained a clinical condition which encouraged hopes 
of his recovery—hopes which received a serious setback 
with the onset of peritonitis and fecal fistula. 

Dr. Webster said that he considered that the specimen 
must be accepted as an example of Crohn’s disease, the 
distinctive quality of which lay, not in its specific inflam- 
matory properties, but in its localized, regional or segmental 
nature. The specimens covered some eight inches of the 
terminal portion of the ileum and an equivalent length of 
caecum and ascending colon; greatly thickened mucosa, 
excessively rugous and almost polypoidal in appearance, a 
turgid, edematous and semi-rigid condition of the bowel 
wall, and several ulcers in the large bowel component were 
to be seen. Examination of microscopic sections had revealed 
an intense inflammatory reaction, with no specific basis such 
as tuberculosis or syphilis; no evidence of actinomycosis 
could be obtained, and malignant disease could be excluded. 

Dr. Webster said that in his original paper Crohn had 
Stated that the caecum was never implicated, but that he 
had later rescinded that dictum. Actually no portion of the 
alimentary tract, the duodenum not excepted, was immune 
from the hyperplastic inflammatory process; but the 
terminal portion of the ileum was affected so much more 
frequently than any other segment of bowel that the name 
“Crohn’s disease” had come to be synonymous with regional 
ileitis. The extension to the caecum and ascending colon 
undoubtedly increased the surgical hazard. Dr. Webster 
said that he did not look for Crohn’s disease in children, as 
it was generally regarded as an affection of young adults. 
Julian Smith, junior, had stated that regional ileitis had 
been reported in a child, aged four and a half years. The 
®tiology of Crohn’s disease was as yet an unsolved problem. 
One writer had recorded a high incidence in the Jewish race; 








the child under discussion was a Jew. Tuberculosis, 
syphilis and actinomycosis appeared to play no part in 
pathogenesis, and inflammatory affections of the appendix 
were denied any precipitating role. The morbid anatomical 
features varied according to the stage of the disease. The 
initial inflammatory reaction was typically acute and hyper- 
plastic in character. The bowel wall became greatly 
thickened from cedema and on palpation was heavy and rigid. 
Ulceration might occur in the thickened and reddened 
mucous membrane, and pus might accumulate in the 
mucosal folds. Should resolution fail to occur, fibrosis and 
cicatrization supervened, with resulting distortion and 
stenosis of the bowel; perforation of ulcers might lead to 
the formation of walled-off abscesses or internal fistule. In 
conclusion, Dr. Webster said that in reporting three cases 
of Crohn's disease which had come under his own observa- 
tion, Julian Smith, junior, had given a lucid and 
comprehensive review of localized segmental, inflammatory 
affections of the alimentary tract. 


Clinical Photography. 


Dr. COLIN MacpONALD introduced Mr. H. Anderson, who, 
he said, was a skilled radiographer and a competent 
photographer. Dr. Macdonald said that clinical photography 
would in the future play a large part in clinical teaching 
and was essential for record purposes. Because of lack of 
space, equipment and staff, it had been impossible to allow 
it to take its rightful place at the hospital. However, the 
hospital authorities had been generous with financial grants 
for the purpose. A clinical photography apprentice had been 
acquired and was engaged on a two years’ course. Jt was 
to be remembered that film was expensive, and that most of 
it was frozen and available only to the services. Kodak 
(Australasia) Proprietary, Limited, at intervals distributed 
to hospitals some colour film; this they reserved for special 
cases of clinical or didactic interest. Dr. Macdonald asked 
the various honorary medical officers to ask for him 
personally when they proposed to make use of this depart- 
ment. The medical staff had appointed a special sub- 
committee to consider any proposals for more extensive work 
and to decide whether such work warranted the expense and 
time involved. The limitations imposed now were only 
temporary. After the war a special department would be 
established, with adequate space, personnel and equipment 
at its disposal. This demonstration was merely to serve as 
a “pipe-opener” to show the type of work done, and to 
suggest what could be accomplished in the future. Mr. 
Anderson had demonstrated his ingenuity by constructing 
an amplifier system out of unwanted “A.R.P.” equipment. 
Dr. Macdonald then introduced Mr. Anderson. 

Mr. H. ANDERSON said that he was thankful for the 
privilege of being allowed to demonstrate some examples of 
clinical photography in full colour. Any success the depart- 
ment achieved in its technical services was due to the com- 
plete understanding between the technical staff and the 
radiologist, Dr. Colin Macdonald, who was always ready to 
give encouragement and advice in a most helpful fashion. 
The examples of photography shown had been made on an 
experimental basis to discover the best technique with the 
available equipment. All accessory lens equipment was 
home-made and was used in conjunction with a “Leica” 
thirty-five millimetre camera. Mr. Anderson said that he 
was indebted to Dr. Reginald Webster for his valuable 
advice on the arrangement of pathological specimens for 
photography. 

By courtesy of Dr. Wilfred Forster, Mr. Anderson then 
went on to illustrate on the screen a surgical procedure 
carried out by Major Blandford, United States Army Fourth 
General Hospital; colour slides of a skin graft were shown. 
The operation was photographed in the in-patient operating 
theatre of the Children’s Hospital. The next series of slides 
showed various types of cases seen at the hospital, and 
demonstrated the effect of different lens systems. This was 
followed by another series comparing X-ray films and thirty- 
five millimetre projections. Mr. Anderson then showed colour 
prints made from full colour slides. He said that these 
would be made available in Australia after the war. Any 
slide made in the hospital collection could then be printed 
in this fashion. Finally Mr. Andérson projected a series 
of pathological slides demonstrating Crohn's disease, miliary 
tuberculosis of lung and spleen, leuchemic kidney, and 
suprarenal neuroblastoma. Dr. Reginald Webster commented 
on these pathological slides during their projection. In the 
case of neuroblastoma the grouping of full colour slides and 
X-ray reproductions was shown, so that a complete illustra- 
tion was given. Dr. Bruce Hallows was in charge of this 
patient, and gave his consent to follow the case photo- 
graphically to its conclusion. 
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Correspondence. 





SOME OBSERVATIONS ON TUBERCULOSIS 
CONTROL. 





Sir: I have read with interest and pleasure the article 
by Dr. Hilary Roche entitled “Some Observations on 
Tuberculosis Control” published in your issue of July 15. 
This lucid, accurate and informed epitome, coming from 
such a recognized authoritative source, should do much to 
stimulate Australian tuberculosis authorities to set their 
house in order. 

I came from England to Western Australia three years 
ago, and in the course of two visits to New South Wales, 
Victoria and South Australia since then, have been 
astonished to note the degree of backwardness of this 
country in its anti-tuberculosis methods when compared with 
Britain, Europe and America. Dr. Roche seems to me to 
have expressed too mildly the defects of the existing Aus- 
tralian conditions, which must be about the lowest in the 
world when judged on the basis of those existing in other 
countries with comparable standards of civilization. The 
worst defects that have impressed me are: 


1. The most inadequate sanatorium accommodation, both 
quantitatively and qualitatively, some institutions being 
deplorably obsolete and in a shocking state of repair. 

2. The absence of surgical facilities, there being not one 
sanatorium with a properly equipped surgical block. 

3. The absence of modern X-ray equipment, Wooroloo 
Sanatorium being the only one in the Commonwealth which 
to my knowledge has a high-powered generator and a 
rotating anode tube, this being installed only eighteen 
months ago. 

4. The lack of laboratory and technical facilities. 

5. The meagre sanatorium medical staff with low rates 
of remuneration and often with inadequate lay assistance. 
There is one State where no sanatorium has any resident 
medical staff whatever. 

6. The failure to recognize what is regarded as a common- 
place in Britain and America, that the tuberculosis physician 
should be a whole-time worker, and that the survival of the 
private practitioner complex, with the general physician 
“dabbling” in tuberculosis, with necessarily limited scope 
for experience, is out-dated. 

7. The failure to recognize that the bigger the sanatorium 
the better the prospects are of collecting a most highly 
trained and experienced medical staff who will work as a 
composite team of experts. The multiplicity of small 
sanatoria must inevitably result in less experienced staff 
and lower standards of treatment. The Repatriation Com- 
mission is a bad offender in this respect, and it is not 
surprising to note Dr. Roche’s comments concerning 
repatriation cases. 

8. The lack of close cooperation between the thoracic 
surgeon and the physician and patient in the sanatorium. 

9. The lack of whole-time tuberculosis physicians engaged 
in case-finding and the meagre emoluments paid to those 
already so employed. 

10. The tragically inadequate financial provisions of the 
invalid pension for those incapacitated by tuberculosis. 

11. The absence of interest of the British Medical Associa- 
tion in the salaries and conditions of service of whole-time 
State medical officers, with a correspondingly high regard 
for the prerogatives of private practice. 

12. The absence of organized occupational therapy in 
sanatoria and of any colony for those patients permanently 
incapacitated for full-time work. 


It is pleasing to note Dr. Roche's stressing of the 
importance of prolonged rest and the benefit obtained from 
a longer stay in the sanatorium. This is not possible at 
present because of the shortage of beds and the economic 
hardship imposed on a family with a tuberculous member. 

Personal experience shows that State governments will 
act if they receive informed technical advice and that it is 
possible to secure a relatively adequate medical staff, both 
resident and consultant, and even to induce the services to 
release highly experienced men for sanatorium work. Even 
in wartime, when hospital blocks with full surgical facilities 
cannot be erected in the sanatorium, it is possible to extend 
these facilities for modern surgical treatment. In Western 
Australia the cordial cooperation of the medical superinten- 
dent and the honorary medical staff of the Perth Hospital 
has enabled the sanatorium staff to treat sanatorium patients 
in the wards of the hospital and to give them the opportunity 
to carry out in the hospital all major collapse measures. 





Dr. Roche might be interested to know that of the 224 
cases at present in the Wooroloo Sanatorium, this number 
including elderly chronic cases, of whom there are 50 over 
the age of forty-five years, 120 have had an artificia) 
pneumothorax attempted. In 18 of these the attempt was 
unsuccessful. In 30 it was abandoned because it was impos- 
sible to obtain a satisfactory collapse, and alternative treat- 
ment instituted. Seventy-two have a successful artificial 
pneumothorax, and in 22 of these the collapse is bilateral. 
Of the total of 94 lungs collapsed, internal pneumolysis has 
been performed in 53 (56%) and thoracoscopy in 15 (16%), 
giving a total of 72% with combined pneumolysis and 
thoracoscopy. There have been 24 cases who have had 
phrenic paralysis, 13 are receiving pneumoperitoneum, and 
in two others there was an unsuccessful attempt. Three 
cases are receiving extrapleural pneumothorax and there 
have been six thoracoplasties. 

It has also been found possible to commence colonization 
on Papworth principles, although there have been great 
difficulties in the way of building construction and equip- 
ment. 

One suggestion might be helpful to provide some assistance 
in the medical staffing of the sanatoria in the eastern States. 
In Western Australia it is now the practice to obtain in 
rotation the services of a resident medical officer on loan 
from the Perth Hospital. These residents have limited 
experience, but they are helpful and the method has 
undoubted educational value. 

It is to be hoped that Dr. Roche’s article will be read 
and studied by all those in the Commonwealth who are 
responsible for tuberculosis control. His views are in the 
forefront of modern opinion, and if adopted, would do much 
in the campaign to eradicate the disease. 

Yours, etc., 
LINLEY HENZELL, 
Medical Superintendent. 

Wooroloo Sanatorium, 

Western Australia, 
July 29, 1944. 





WHEAT BREAKFAST FOODS. 





Sir: Dr. Winterbotham’s condemnation of wheat breakfast 
foods would have a stronger basis if these constituted the 
main or even a large proportion of diet, which they very 
rarely do, and if they were not taken with milk as they 
always are. If by an identical argument I am told I must 
not eat macaroni, vermicelli, spaghetti, sago, tapioca, rice, 
cornflour and sugar I shall respectfully refuse to obey. 


There is no doubt that oatmeal porridge is the supreme 
breakfast cereal so long as sufficient milk is taken at the 
same time to counteract the phytic acid, but its preparation 
demands considerable time and considerable fuel, and 
unfortunately the housewife today has little of either. 

Yours, etc., 
The Hall, W. A. OspBorne. 
Kangaroo Ground, 
Victoria. 
July 21, 1944. 





A NATIONAL MEDICAL SERVICE. 





Sir: The Commonwealth Government has announced its 
intention of providing the people of this country with a 
comprehensive medical service available to all without cost. 
The medical profession, through the Federal Council of the 
British Medical Association, has been invited by the Govern- 
ment to discuss with it the details of the service. The 
Federal Council has agreed to appoint a committee of six 
for this purpose. 

There: is a feeling amongst some medical practitioners 
that the Government is not sincere in its announcement, but 
that it is merely window dressing for the Referendum. To 
doubt the sincerity and intentions of the Government in this 
respect is to display an ignorance of social trends in this 
and other countries. 

It is to be hoped that the medical profession appreciates 
three facts: 

1. The Government intends to introduce a comprehensive 
medical service available to all without cost. 

2. A very large majority of the people and a definite 
proportion of the medical practitioners of this country’ will 
welcome the service. 





——_ 





—_ 
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3. The introduction of this service does not depend on the 
passing of a referendum. 

It is only by continuous negotiations with the Government 
that the best possible conditions of service will be obtained. 
To continue an attitude of “no compromise” will bring the 
medical profession into disfavour with the Government and 
the people, but will not alter the Government’s intention. 

The Government must be made aware that the success 
and efficiency of a comprehensive medical service depends 
in the first instance on a contented medical profession. 

Yours, etc., 
E. S. A. MEYERs. 

422, Edgecliff Road, 

Edgcliff, 
New South Wales. 

August 9, 1944. 





CONGENITAL MALFORMATIONS SUBSEQUENT TO 
MATERNAL RUBELLA DURING PREGNANCY. 





Sir: I should be grateful if you would again allow me 
space to draw attention to yet another aspect of the subject 
of “Congenital Malformations Subsequent to Maternal 
Rubella during Pregnancy”. 

Today a gynecologist told me that he had had two 
embryos whose mothers had suffered from German measles 
early in pregnancy and that he had thrown them away, as 
he did not think that they would be of any value. The 
study of such embryos by serial section may prove of con- 
siderable significance in elucidating the underlying patho- 
genesis of the defects, and I should like therefore to 
emphasize the importance of saving all the material which 
becomes available. In this connexion I should be glad to 
examine any specimens (fixed in 10% formol-saline) that 
your readers may care to send me. The only specimen that 
has come into my possession up to the present time is a 
three months’ fetus whose mother had contracted rubella 
when two months pregnant. Preliminary examination has 
revealed considerable disorganization of one eye associated 
with microphthalmus, cataract and lack of closure of the 
foetal fissure. ; 

Yours, etc., 
CHARLES SWAN. 


Institute of Medical and Veterinary Science, 
Adelaide, 
August 7, 1944. 


Post-Scriptum. 


I should like to draw the attention of medical practitioners 
in South Australia to the fact that research work by our 
team is still continuing and that we shall be glad to hear of 
further cases, either at the time of the exanthem or after 
the baby is born. We wish to collect “negative” as well as 
“positive” cases, so that even if the babies are apparently 
normal we should still like to examine them and include 


them in our series. 
ee 


jOost-@raduate Tork. 





THE NEW SOUTH WALES POST-GRADUATE 
COMMITTEE IN MEDICINE. 





A Correspondence Course in Medicine. 


THe New South Wales Post-Graduate Committee in 
Medicine is at present conducting a correspondence course 
in medicine, suitable for candidates for the M.R.A.C.P. 
examination. The fee for the course is £15 15s., and 
preference will be given, first, to members of the defence 
forces, and second, to country practitioners. 


A Practical Course in Medicine. 


The New South Wales Post-Graduate Committee in 
Medicine has arranged a practical course in medicine which 
will be held from August 31 to September 13, 1944. Atten- 
dance is strictly limited to twenty, and preference will be 
given to members of the correspondence course in medicine 
who are candidates for the September, 1944, examination for 
the M.R.A.C.P. The fee is five guineas, and applications to 
attend the course should be forwarded with the amount of 
the fee to the Secretary of the Committee at 145, Macquarie 


_Street, Sydney. 


! 


General Revision Course. 


The New South Wales Post-Graduate Committee in 
Medicine announces that a general revision course will be 
held in Sydney between October 7 and 16, 1944. Full details 
with regard to the course will be announced later. 

Further particulars concerning the activities of the New 
South Wales Post-Graduate Committee in Medicine can be 
obtained on application to the Secretary of the Committee 
at 145, Macquarie Street, Sydney. Telephone: B 4606. 





aval, Wilitary and Ait force, 


APPOINTMENTS. 








THE undermentioned appointments, changes et cetera have 
been promulgated in the Commonwealth of Australia Gazette, 
Number 154, of August 3, 1944. 


CrT1zEN NavaAL Forces OF THE COMMONWEALTH. 
Royal Australian Naval Reserve. 
Appointments.—Gavan Lindley Homewood and Darrell 
George Peachey are appointed Surgeon Lieutenants (D), 
dated 29th June, 1944. 


ROYAL AUSTRALIAN AIR FORCE. 
Citizen Air Force: Medical Branch. 

The following Temporary Flight Lieutenants are granted 
the acting rank of Squadron Leader whilst occupying 
Squadron Leader posts with effect from the dates indicated: 
D. F. O’Brien (253180), W. A. R. Smith (282354), Ist May, 
1944, R. Lloyd-Jones (261773), 16th May, 1944, H. N. 
Merrington (273751), Ist June, 1944. 


Reserve: Medical Branch. 
Squadron Leader A. T. Pearson (261701) is transferred 
from the Active List with effect from the 17th June, 1944.— 
(Ex. Min. No. 205—Approved 27th July, 1944.) 





Australian Oedical Board Proceedings. 


QUEENSLAND. 








Tue undermentioned have been registered, pursuant to 
The Medical Acts, 1939-1940, of Queensland, as duly qualified 
medical practitioners: 


Markwell, William Norman, M.B., B.S., 1944 (Univ. 
Queensland), 82 Yabba Street, Ascot, N.E.2, 
Brisbane. 

Matthews, William James, M.B., BS., 1944 (Univ. 
Queensland), “Leystone”, Riverview Terrace, 


Indooroopilly, Brisbane, S.W.2. 

Moni, Paul David Victor, M.B. BS., 1944 (Univ. 
Queensland), 494, Sandgate Road, Clayfield, Brisbane. 

Monz, Bernhard, M.B., B.S., 1944 (Univ. Queensland), 25, 
Wickham Terrace, B17, Brisbane. . 

Nye, John Atherton, M.B., B.S., 1944 (Univ. Queensland), 
9, Hipwood Street, Hamilton, N.E.2, Brisbane. 

O'Keefe, Leslie John, M.B., B.S., 1944 (Univ. Queensland), 
31, Sefton Avenue, Clayfield, Brisbane. 

Portley, David Michael, M.B., B.S., 1944 (Univ. Queens- 
land), Riverview Drive, Chelmer, Brisbane. 

Ryan, Dermot Clark, M.B., B.S., 1944 (Univ. Queensland), 
Athol Place, Wickham Terrace, Brisbane. 

Schwarz, Frederick Charles, M.B., B.S., 1944 (Univ. 
Queensland), Wyndham Street, Herston, Brisbane. 
Stacey, James William, M.B., B.S., 1944 (Univ. Queens- 

land), 8th Avenue, Kedron, N.3, Brisbane. 

Stout, Alta Frances, M.B., Ch.B., 1935 (Univ. Edinburgh), 
33, Hampton Street, Toowoomba. 

Whyte, Henry Malcolm, M.B., BS., 1944 (Univ. Queens- 
land), King’s College, Kangaroo Point, Brisbane, 
S.E.1. 

Wienholt, Louis John, M.B., B.S., 1944 (Univ. Queens- 
land), 564, Ipswich Road, Annerley, Brisbane. 


Wilson, Chester Gilmore, M.B., BS., 1944 (Univ. 
Queensland), cnr. Brisbane and Milford Streets, 
Ipswich. 


Wood, Ronald Francis James, M.B., B.S., 1944 (Univ. 
Queensland), “Merluna’”, 51, Devon Street, Annerley, 
8.3, Brisbane. 
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Dbituarp. 
JAMES BOOTH. 


We regret to announce the death of Dr. 





FREDERICK GORDON ROBERTSON. 





WE regret to announce the death of Dr. Frederick Gordon 
Robertson, which occurred on August 12, 1944, at Waverley, 
New South Wales. 





jQominations and EClections. 


Tue undermentioned has applied for election as a member 
of the New South Wales Branch of the British Medical 
Association: 

Mendelsohn, Brahan Coleman, M.B., B.S., 
Sydney), Base Hospital, Orange. 


The undermentioned have been elected members of the 
New South Wales Branch of the British Medical Association: 


Bernard, Gwenifer Catherine May, M.B., B.S., 1939 (Univ. 
Sydney), 73, Wyong Road, Cremorne. 

Byrne, Ross, M.B., B.S., 1941 (Univ. Sydney), 7, Spring- 
field Avenue, Kings Cross. 

Collin, Robert, M.B., B.S., 1942 (Univ. Sydney), 266787, 





1944 (Univ. 


Flight Lieutenant R. Collin, Larundel, R.A.A.F., 
Preston, Victoria. 

Fay, Roscoe Woodrow, M.B., B.S., 1943 (Univ. Sydney), 
Newcastle Hospital, Newcastle. 

Garvan, John Michael, M.B., B.S., 1940 (Univ. Sydney), 
67, Lamrock Avenue, Bondi. 

Grattan-Smith, Padraic, M.B., B.S., 1944 (Univ. Sydney), 
Lismore Base Hospital, Lismore. 

Gunning, John Phillip, M.B., B.S., 1944 (Univ. Sydney), 


Newcastle Hospital, Newcastle. 

Herlihy, John Joseph, M.B., B.S., 1944 (Univ. Sydney), 
Western Suburbs Hospital, Croydon. 

Lippmann, Arthur, M.D., 1907 (Kiel) (registered in New 
South Wales, September 3, 1941, in terms of Section 
17 (2) of The Medical Practitioners Act, 1938), 175, 
Macquarie Street, Sydney. 

Pigott, Francis Paton, M.B., B.S., 1942 (Univ. Sydney), 
Captain F. P. Pigott, c.o. “Cadara”, Tottenham. 
Pufiett, Robert Delmont, M.B., B.S., 1939 (Univ. Sydney), 

“Delmont”, Cliff Street, Milson’s Point. 
Richards, Wilfred Donald, M.B., 1942 (Univ. Sydney), 
91, Fox Valley Road, Wahroonga 
Ritchie, Frank Lane, M.B., B.S., 
44, Mona Road, Darling Point. 


1943 (Univ. Sydney), 


Ruprecht, Ronald Herbert, M.B. BS., 1944 (Univ. 
Sydney), 4, Salisbury Road, Stanmore. 
Steinbeck, Alfred ‘ William, M.B., B.S., 1944 (Univ. 


Sydney), 21, Yarabah Avenue, Gordon 
Woolnough, Esther Isla, M.B., B.S., 1944 (Univ. Sydney), 
28, Boomerang Street, Haberfield. 


— 
—_- 


Wooks Received. 


“Nursing in Time of War”, by P. H. Mitchiner, C.B.E., T.D., 
eee M.S., F.R.C.S., and E. E. P. MacManus, 0.B.E., S.R.N. 
S.C.M.; Second Edition; 1943. London: J. and A. Churchiti 
Limited. 5” x 4” » Pp. 153, with illustrations. Price: 2 
“Manual of Human Protozoa: With Special 2 nel to 
Their Detection and Identification”, by Richard R. Kudo, D.Sc. ; 
1944. Springfield: Charles C. Thomas. 7” x 5”, pp. 134, with 
iNustrations. Price: $2.00, postpaid. 

“Tuberculosis of the Ear, Nose and Throat: Including the 
Larynx, the Trachea and the Bronchi”’, by Mervin C. Myerson, 
M.D.; 1944. Springfield: Charles C. Thomas. 9” x 59”, pp. 298, 
with illustrations. Price: $5.50, postpaid. 

“Days After Tomorrow: A Voice from 2000 A.D.”, by 
Frank R. Kerr, D.S.O., M.D.; 1944. Melbourne: Robertson and 
Mullens. 7” x 5”, pp. 85. Price: 2s. 6d. 
“Structure and Function as Seen in the Foot”, 








by Frederic 


Wood Jones, D.Se., F.R.S., F.R.C.S.; 1944. London: Bailliére, 
. seamen and Cox. 8a” x 54”, Pp. 333, with illustrations. Price: 
25s. 

“Industrial Nursin Its Aims and Practice’, by A. 


Dowson-Weisskopf, 
Summerskill, M. 
73” x 49”, 


RN. with a foreword by Dr. maith 
» 1944. "London: Edward Arnold and Com- 


pany. pp. 164. Price: 5s. net. 


James Booth, 
which occurred on August 6, 1944, at Melbourne. 


| 















Diarp for the Wontb. 


Ave elites South Wales Branch, B.M.A.: 
ttee. 


Aue. 23. —vistentan Branch, B.M.A.: Council Meeting. 
Aus. 24.—New South Wales Branch, B.M.A.: Cl —: Meeting. 
Ave. 25.—Queensland Branch, B.M.A.: Council Meeting. 

Ava. 31.—New South Wales ‘Branch, B.M.A.: Branch Meeting. 





Bthics Com- 





Serr. 1.—Queensland Branch, B.M.A.: Branch Meeting 
(Jackson Lecture). 

Serr. 5.—New South Wales Branch, B.M.A.: Organization 
and Science Committee. 

Serr. 6.—Western Australian Branch, B.M.A.: Council Meeting. 

Sepr. 6.—Victorian Branch, B.M.A.: Branch Meeting. 

Sepr. 7.—New South Wales Branch, B.M.A.: Special Groups 
Committee. 

Sepr. 8.—Queensland Branch, B.M.A.: Council Meeting. 

Sept, 8.—Victorian Branch, B.M.A. : Legislative Subcommittee. 

Sepr. 12.—New South Wales Branch, B.M.A.: Executive and 


Finance Committee. 


Sept. 12.—Tasmanian Branch, B.M.A.: Branch Meeting. 

Sspr. 15.—Victorian Branch, B.M.A.: Ethics Subcommittee. 

Szepr. 18.—Victorian Branch, B.M.A.: Hospital Subcommittee. 

Sept. 18.—Victorian Branch, B.M.A.: Finance Subcommittee. 

Spr. eetray -- Wales Branch, B.M.A.: Medical Politics 
‘ommitt 

Sern. 19.—Victorian Branch, B.M.A.: Organization Sub- 
committee. , 

Sepr. 20.—Western Australian Branch, B.M.A.: Branch Meeting. 

a oe 


Wedical Appointments: Important Motice. 


MEDICAL PRACTITIONERS are requested not to apply for any 
appointment mentioned below without having first communicated 
with the Honorary Secretary of the Branch concerned, or with 
the Medical Secretary of the British Medical Association, 
Tavistock Square, London, W.C.1. 

New South Wales Branch (Honorary Secretary, 135, Macquarie 
Street, Sydney): Australian Natives’ Association; Ashfield 
and District United Friendly Societies’ Dispensary ; Balmain 
United Friendly Societies’ Dispensary ; Leichhardt and 
Petersham United Friendly Societies Dispensary: Man- 
chester Unity Medical and Dispensing Institute, Oxford 
Street, Sydney; North Sydney Friendly Societies’ Dis- 

Limited; People’s Prudential Assurance Company 
Limited ; Phenix Mutual Provident Society. 

Victorian Branch (Honorary Secretary, Medical Society Hut!!, 
East Melbourne): Associated Medical Services Limited ; 
all Institutes or Medical Dispensaries; Australian I’rudentia} 
Association, Proprietary, Limited; Federated Mutua) 
Medical Benefit Society; Mutual National Provident Club, 
National Provident Association; Hospital or other appoint- 
ments outside Victoria. 

Queensiand Branch (Honorary Secretary, B.M.A. House, 225. 
Wickham Terrace, Brisbane, B.17): Brisbane Assoviated 
Friendly Societies’ Medical Institute ; Bundaberg Medicn) 
Institute. Members accepting LODGE appointments and 
those desiring to accept appointments to any COUNTY 
HOSPITAL or position outside Australia are advised, in 
their own interests, to submit a copy of their Agreement 
to the Council before signing. 





South Australian Branch (Honorary Secretary, 1!78, North 
Terrace, Adelaide): All Lodge appointments in South 
Australia; all Contract Practice appointments in South 
Australia. 

Western Australian Branch (Honorary Secretary, 205, Saiut 
George’s Terrace, Perth): Wiluna Hospital; al! Contract 


Practice appointments in Western Ausiralina. 
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Editorial Motices. 








MaNnuscuipts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to TH# 
MepiIcaAt. JOURNAL OF AUSTRALIA alone, unless the contrary be 
Stated. 

All communications should be addressed to the Kditor, Tur 
MeEpicaL JOURNAL OF AUSTRALIA, The Printing Louse, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2.) 

Members and subscribers are requested to notify the Manager. 
THe Mepicat JouRNAL OF AUSTRALIA, Seamer Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of journals unless such a notification is received within one 
month. 

SupscripTion Rates.—Medical studenis und others not 
receiving THe MegpicaL JourRNAL or AustTxaia in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth . become subscribers to the journal by 
applying to the Re me ed r through the usual! agents and book- 

sellers. Subscriptions an commence at the beginning of any 
quarter and are renewable on December 31. The rates are £2 
for Australia and £2 5s. abroad per annum payable in advance. 





























